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‘Tetmosol’ has a more powerful curative action than benzyl benzoate 


on scabies. 


It is available as a 25% solution and a 5% soap tablet. 
Application of the diluted solution on two successive days is sufficient 
to effect a cure, and is painless even on raw areas. 


‘Tetmosol’ Soap is a pleasantly perfumed 3 oz. soap tablet 
which, if used in place of ordinary toilet soap for the daily bath, will 
prevent infestation with the scabies mite. 


brand of TETRAETHYLTHIURAM MONOSULPHIDE 


PACKINGS 
‘Tetmosol’ Solution (25%) : = 
100 c.c. IMPERIAL CHEMICAL INDUSTRIES (INDIA) LIMITED 
Calcutta Bombay Madras Kanpur New Delhi 


‘Tet. l’ Soap (5%): 
Tablets Ahmedabad Amritsar Bangalore Cochin 
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[A AUREOMYGIN' 
Lederte 


is a tower of strength, not only 

for its curative, but also for its prophylactic value. 
Given early, it usually prevents the development 
of serious bacterial complications. 

Its use before and after surgery guards patients 
oa with cardiac valvular lesions against the 
bea danger of subacute bacterial endocarditis. 
The effective daily dose of Aureomycin is small 
and the action is rapid and prolonged. 
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tastes good ! 
acts well ! ! 


Terramycin 


Brand of O ycline 


pediatric drops & 
oral suspension 


for 


anti-infective therapy 


Exclusive Distributors in India: 


RAVISON PHARMACEUTICALS LTD., 
Post Bag No. 10020, Bombay Grams: ‘RAVIPHARM' 
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diet in fevers 


In fevers and febrile conditions Horlicks has proved itself to be 
an excellent form of nourishment. 

Horlicks is easily digested and readily absorbed. It contains first 
class protein and its soluble carbohydrates possess marked protein- 
sparing qualities. It thus helps to prevent tissue waste, and is a 
valuable re-builder during convalescence. Horlicks needs mixing 
with water only, though it can be prepared with milk or milk and 
water if desired. Its ease of preparation 
assures the patient receiving freshly prepared 
food in appetising form whenever required. 


HORLICKS 


Prescribed with confidence 
Sor over seventy years 
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useful com ination 


Vakil R. J. 
a Lancet 54, ii. 727 


en 

Beginning from the pioneers of the thirties to Werner of 

these days every researcher on Rauwolfia Serpentina has advocated 

» the use of the total extract in preference to single alkaloids. 

Reserpin's failure has proved the inadequacy of the single alkaloids 
once for all. 


The internationally known cardiologist R. J. Vakil, “having 
experience of successful Rauwolfia therapy on 20 thousand patients, 
mow opines that bromides, barbiturates and other sedatives are 
useful combinations with R. Serpentina (Lancet 54. ii. 727) 


} Bromo-Raulfin combines bromide with all alkaloids and 
résin fraction of the drug. 


Please write for our publication : 


A Treatise on Rauwolfia Serpentina 
(Revised Edition) 


EASTERN DRUG COMPANY LIMITED 


CALCUTTA-27 
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*B- G— PHOS: Elixir supplies to 
patients of all ages the vital factors of 
the vitamin B-complex, reinforced 
with glycerophosphates of essential 
minerals in an extremely palatable 
base. 


‘B-G- Elixir stimulates 
appeticte,improves digestive function, 
restores vitality and is an extremely 
efficient tonic and nutritional supple- 
ment especially valuable during con- 
valescence, pregnancy, and old age. 


Each fluid ounce of ‘B-G- PHOS’ 
contains: 4.0 mg. of Thiamine hydro. 
chloride ( Vitamin 8; ); 2.0 mg. of 


Sole importers : 


VOLTAS LIMITED 


Bombay . Calcutta . 


Riboflavin ( Vitamin 82). 0.1 mg. of 
Pyridoxine hydrochloride (Vitamin 
om 30 mg. of Nicotinic acid amide: 
plus the glycerophosphates of Cal- 
cium, Sodium, Potassium and 
Manganese. 


Supplied in botties of 8 and 16 fivid 
ounces. 


Madras . Cochin . New Deihi . Kanpur > 


SCIENTIFIC LITERATURE FROM BOMBAY, P. O. Bag 10008 
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One packing of 20 pellets 
will last 10-20 days 


for the economical treatment of 
dysfunctions of the autonomic 

nervous system, 

i characteristic symptom of our 


DARMSTADT + GERMANY 


Sole Agents in India 
. Capco Limited — E. Merck Dept. 
Bex 1652 Fort, Bombay |! 
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injection ‘PLEBE X’—this 
clinically dependable preparation, 
when administered in adequate 
(Ny dosage, relieves deficiency symptoms 
i promptly and imparts a sense of well- 

| being. Comprised of five crystalline 
factors of the vitamin B-Complex in 

aqueous solution, Injection ‘Plebex’ is 
recommended for the treatment of 


acute or chronic deficiency of one or 

more factors of the B-Complex 

whenever the oral route is uncertain, 

y Where oral administration is however 
desirable, ‘Plebex ' Elixir and Capsules provide 


a valuable source of the B-Complex. 


PLEBEX 


Vitamin B-Complex 
INJECTION ELIXIR CAPSULES 


JOHN WYETH & BROTHER LIMITED, LONDON 
India Branch: Magnet House, Dougal! Road, Bombay |. 
Distributors: GEOFFREY MANNERS & COMPANY, LIMITED. 
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ADYSMENE 


: For causal therapy of dysmenorrheic 


complaints 
% antispasmodic _analeptic 


It dies not cause 


* tiredness habituation 
side-effects * mania | 


CILAG-HIND LTD.,15, CAWASJI PATEL ST., BOMBAY 1. 


NAS - 36/53 
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A new Versatility and a new potency 
with the new broad-spectrum 
antibiotic for topical application — 
available as powder, ointment and 
for instillation—NE-BA-SULF 
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NE-BA-SULF 


* Is AN extremely effective combination of Neomycin, 
Bacitracin and Sulfacetamide, which extends its anti- 
bacterial activity to almost all Gram-positive and Gram- 
negative pathogens. The anti-bacterial spectrum of the 
sulfa element supplements that of the two potent anti- 
biotics so that a combination of the three results in a 
preparation with an extremely wide range of activity. 


: IS PARTICULARLY indicated in local infections of mixed 
NE-BA-SULF and/or varied origin necessitating the use of a 
chemotherapeutical agent of very wide anti-bacterial 

range. It is considerably more active and effective than 

the component agents used individually, because of the 

synergism that exists between Neomycin and Bacitracin. 


ADVANTAGES 


Does not provoke sensitisation of body tissues. 
Bacterial resistance practically unknown. 

Only negligibly absorbed through the skin and mucous 
membrane. 

Does not irritate or paralyse. 

Effective in presence of pus, blood or necrotic tissue. 
Penetrates deep into lesion. 

Does not stain clothes. 


PACKINGS NE-BA-SULF OINTMENT - ~- Tube of 10 gms. 


Jar of 100 gms. 
NE-BA-SULF 
SPRINKLING POWDER - ~- Dispensers of 10 gms. 


NE-BA-SULF INSTILLATION Sprayer bottle kit, 
supplying 10 ml. of 
solution. 


For details write to: 


WAVELL HOUSE, BALLARD ESTATE, BOMBAY | 
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e Specially hardened for tropical temperatures. 
e Fog-resistant to developer—even if exhausted deve- 
loping solution is used. 

e The remarkable contrast and sharp definition 
render images of exceptional clarity and highest 
diagnostic value. 


| DENTUS RAPID FILM 


e Specially made for dental radiography. 
« Film coated on both sides and gives images of 
great detail. 

e Light blue base. Safety film. 

e This film is packed in waterproof and flexible cover- 
ing with lead protection against secondary radiation. 


acon 
7 e Specially prepared for photographing image on 

fluorescent X-Ray screens. 

e High Speed film manufactured on safety base. 

e Thickness 12/100 mm and 18/100 mm 

e Exceptionally sharp images in full detail. Two 

types of this film are available. 

G—for Green fluorescent screen. 

B—for Blue fluorescent screen. 
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The Force 
of Genius 


Genius has in all ages usually been charac- 
terized by force of character and in many 
instances by physical vigor. Three centuries 
ago, those whu retained both physical and 
mental vigor in their middle years were not 
only the exception but frequently bore the 
stamp of genius. Such a man was Albrecht 
Durer, whose infinite capacity for painstak- 
ing portraiture of men and women of his 
time has won for him the admiration of 
artists from his day to ours. 


Today we are more fortunate. Longevity, 
health and vigor have directly resulted from 
the efforts cf public health and medical 
authorities during the past few decades. 


The great mass of the people can now expe- 
rience the satisfaction of accomplishment 
over a long life-span which, a few hundred 
years ago, was largely restricted to the very 
few. One of the aids in the maintenance of 
goed nutshien andivi 
ous health today is dietary supplementation 
with vitamins, 6f which one useful form 
that provides factors of the B complex is 


LEDERPLEX* 


Vitamin B Complex 


LEDERLE | 
LABORATORIES 
(INDIA) LTD 
P. O. B. 1994, 
BOMBAY 
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Prompt relief of 


gastrointestinal pain 


powerful 


reduces gastric motility 
checks acidity § indications : 
relieves pain gastric or duodenal ulcer, 
hyperacidity, gastralgia, 
gastritis, biliary and 
gastrointestinal spasms. 


Dosage: One tablet four times daily which may be 
increased upto 6-8 tablets if necessary. 


Packings : Tablets (5 mg.) Bottles of 30 and 100. 


CIBA PHARMA LIMITED, P.O.BOX 1123, BOMBAY _ 
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AD 
ete 
$3: Each c.c. contains all anti-anaemic principles and 388 

extrinsic factors from 15 gms of fresh sheep liver 

e« 

with added standardised vitamins B;, Bs, S fg 

@te 

and Nicotinamide. H 


A product TEDDINGTON CHEMICAL FACTORY LIMITED, BOMBAY 
Sole Distributors ; W. T. SUREN & CO. LTD., P.O, Box 229, Bombay 1 3! 


To maintain protein intake 


_ Dysentery and gestric troubles 
Febrile conditions « Pregnancy and lactation 
Pre- and post-operative treatment 


It is well known that these conditions are often ac- 
companied by protein depletion, resulting in a negative 
nitrogen balance. Further, the patient may be ‘off his 
feed’, and unable to benefit from the diet offered. 


In such cases, Brand’s Essence of Chicken is e 


valuable means of supplying protein, restoring @ posi- 
tive nitrogen balance, and retuming 
the appetite to normal. 


Brand’s Essence of Chicken 
is a first-clase protein of f 
animal origin. Being partly ; 

hydrolised, it ia capable of 
easy ingestion, digestion and 
absorption. The patient finde 
it extremely palatable, and 
may take it as a liquid or 
(when chilled) ae a jelly. 


BRAND'S ESSENCE OF CHICKEN 
Manufactured by: BRAND & CO., LTD., LONDON 

in Agente: GRAHAMS TRADING CO., (INDIA) LTD. 

Calcutta - Madras - Bombay - Delhi 
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The Super Calamine 


Acne vulgaris and other all too common skin 
diseases often have no simple and straight 
forward remedy. 

The unfortunate sufferer is usually very 
self-conscious of his appearance, so that even 
a mild acne appears to be a serious and 
repelling disfigurement. 

The doctor is then called upon to pres- 
cribe something that will give not just 
distant prospect of relief, but an immediate 
improvement in appearance. 


CROOKES Lacto- Calamine 


‘antiseptic and flesh tinted so that when applied with the finger tips ‘ 
‘the unsightly spots are hidden immediately. 


THE CROOKES LABORATORIES LIMITED (Incorporated in England) 
COURT HOUSE - CARNAC ROAD - BOMBAY-2 


Modern Sulphur Treatment 
in Dermatological Disorders 


In practice the use of sulphur is restricted almost 
exclusively to topical application. Elemental sul- 
phur is however inactive therapeutically, being 

oxidised in the presence of tissue fluids into 
polythionates, etc. 

But polythionates are very unstable in solution 
and it is only recently that a stabilised solution 
has become available and has demonstrated its 
efficacy, most particularly in acne and seborrhoea. 


DERMAS U 


A mantels accepted, stable solution of poly- 
‘thionates for topical application in the treatment 


‘of all dermatological conditions 
‘ts known to be of value. 


“THE CROOKES LABORATORIES LIMITED (Incorporated in England) 
COURT HOUSE - CARNAC ROAD - BOMBAY-2 
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COMPOSITION 
Each Fluid oz. (30¢.¢.) contains: 


PLAIN (Alcohol 12%) 


of Wild Cherry 
re Gentian Co. oe 
with Aromatics q.s. ., 


COMPOUND ( Alcohol 12%) 
Added with Creosote 


diteratures 
THE SANITEX CHEMICAL \NDUSTRIES LTD. 


BARODA,3. 


ELIXIR AND TABLETS 


In anxiety In rheumatic 

and allied states conditions 

Allays anxiety, Its freedom from 
apprehension and toxicity by the oral 
tension without route makes it suitable 
clouding consciousness. for routine use. 


DOSAGE : one tablespoonful of elixir or 2 tablets Mephenesin, the active 


3 times daily of M. 
constituent of Myanesin 
MYANESIN’ ELIXIR containing 1 gm. mephe- 
nesin in each tablespoonfel preparations, was dis- 

*“MYANESIN’ TABLETS each containing 0.5 gm. Research Laboratories. 
mephenesin— Bottles of 25 & 100 


Literature and specimen packings are available on request. 


BRITISH DRUG HOUSES (INDIA) LTD. P. O. Box 1341, BOMBAY 1 
Branches at: CALCUTTA - DELHI - MADRAS 
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NOT HARM, 


where PAIN is a symptom... 


Therapy of the underlying causal condition ai 
is no doubt the prime consideration. How- HEADACHE 
ever, when treatment of the basic disease TOOTHACHE 


does not or cannot afford prompt relief, 
‘ANACIN’ will often alleviate the distress 
J of pain and impart a sense of well-being. 
ANACIN’ is a non-toxic and clinically 
dependable preparation, specially 
formulated to provide a prolonged 
period of analgesia with a single dose 
of 1 or 2 tablets. 
Composition 
Quinine 1/4 gr. Aspirin 3 gr. 
Phenacetin 3 gr. Caffeinei/4 gr 


ANACIN 


ANALGESIC TABLETS 


NEURA 


* Trade Mark 
Manufactured and Distributed by: 
GEOFFREY MANNERS & COMPANY LIMITED, BOMBAY 
Trademark Proprietors: 
WHITEHALL PHARMACAL COMPANY, NEW YORK, U.S:A. 
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IN DRUGS & MEDICINES—NO. 3 


Prescribe | 
PYRAMID Glycerin 
for Skin disorders! 


None of the new drugs discovered eeeeeeeeeoeeeee 

of recent years is a satisfactory : 

substitute for Glycerin. Glycerin’s A simple but very effective 

me qualities make it ef basic prescription for chapped 
portance in medicine, and there 

is no substitute. hands and lips, for dry 


Glycerin is a HUMECTANT rough skin and for condi- 


By absorbing moisture from the tions like Sezems or Herpes 
air Glycerin keeps the area it is where an emollient is indi- 
put on from drying. It is, therefore, Ks 

an excellent emollient and very cateds 

valuable in ointments. R 


Glycerin is an ANTISEPTIC 


When applied on an infected area yum 2 dr, 
Glycerin dehydrates the present Aqua Rose 2 dr. 


{ 


PYRAMID 


on this 7 ib. tin! 
Also available in 28 Ib., 56 lb., 1 cwt., 

5 cwt. & 10 ewt. drums, 
EFFICIENT « PURE « CHEAP 


iS 

2 


MANUFACTURES BY LEVER BROTHERS (NDIA) LTO. 7.0. BOX 409, BOMBAY, 


© 
PYRAMID GLYCERIN? 
au use Pyramid Glycerin confo tra safety and 
BP. standards factory sealed 
no chance of wastage—* of Pyramid 
- special pourer. Order your SUPP 
Glycerin today. 
Look for the 
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Choose the right 


Glucose 
Powder | 


ucose Powder 
Auwvongus xTrose 


for your 


DEXTROSOL, 998 per cent pure, is 
Glucose in the pret form available any- 
where. lt is anhydrous —it does mot even 
contain water of crystallisation 


patient’s needs 


If your patient needs Glucose, you may feel 
that he will get full benefit from a prescription 
of pure Glucose only. Or you may think 
that Glucose plus Vitamins is best for him. 


In either case, there is 2 preparation for you 
made by Corn Products Company — the 
people who have been manufacturing Glucose 
powders longer than anyone else. 


DEXTROSOL and GLUCOVITA are Glucose 
preparations that have been tried and proven 
by doctors the world over. 


ls is not enough to prescribe ‘Glucose-D’. 
Prescribe GLUCOV. A—Corn Products, 
Company's brand name for Glucose with! 
Vitamin D and Calcium Glyceropboiphate | 


' 


CORN PRODUCTS COMPANY (INDIA) LIMITED 


BOMBAY 1 = CALCUTTA 1 


Every tin of genuine DEXTROSOL and 
GLUCOVITA bears this COPROCO symbol 
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LIVER EXTRACT INJECTABLE (CRUDE) 


COMPOSITION :- 


(1) HEMOLON :. 


Each c.c. represents Hemopoietic principles derived 
from 15 Grams of fresh liver and 10 mcg. o 
vitamin 


(ii) HEMOLON FORTE WITH FOLIC ACID:- 
Each c.c, represents Hemopoietic principies derived 
from 15 Grams of fresh liver,6 mg. of folic acid 
and 25 mcg. of vitamin By2. 

PACKING :. 

(i) HEMOLON :- 


vials of 10 c.c. 
Boxes of 6 x 2 c.c., 50 x 2 c.c. & 100 x 2 c.c. ampoules. 


(ii) HEMOLON FORTE WITH FOLIC ACID:- 
Rubber-capped vials of 10 c.c. 
ALEMBIC CHEMICAL WORKS CO. LTD., BARODA-3. 
YOU CAN PUT YOUR C@NFIDENCE IN ALEMBIC 
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Effective treatment of “athlete's foot”, “dhoble itch” 
and other dermatophytoses requires that the 

fungicide be carried to the most deep-seated 

In ineafax’ Ointment the fungicides, chief 
which is zinc undecylenate, are incorporated in a base 
of exceptional penetrating power. ‘Tineafax’ 

Ointment has a powerful, wide range of fungicidal 
action, penetrates, gives immediate relief from irritation. 
and does not cause sensitisation. ‘Tineafax’ powder 


is a useful adjunct to treatment and for use as a 
attac prophylactic. ‘Tineafax’ Ointment is issued in tubes 
and ‘Tineafax’ Powder In sifter-top tins. 


when fungus is afoot... 


‘TINEAFAX’ 


COMPOUND UNDECYLENATE OINTMENT 
UNDECYLENATE POWDER 


SUBROUGHS WELLCOME & CO. (INDIA) LTD. SOMBAY 


i 
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Dermo-Quinol 


(4% & 8% lodochloro-oxyquinoline in a vanishing cream base ) 


For 


SEBORRHOEIC DERMATITIS, 
IMPETIGO, 
@ IMPETIGINISED ECZEMA, 
ATHLETE'S FOOT, 
MONILIASIS, 
CHRONIC PERIONYCHIA ETC. 


Vitamulson 


Each Fl. Oz. contains : — 
Vit A 18,000 |. U, 
Vt D 3,000 I. 
Vit By 10 mg, 
Vit Bo 6 mg. a viscous 
Vit C 250 mg. slightly sour 
Vit Bia il oi 10 mcg. Orange flavoured 
Sodium Hypophosphite a 4} gr. base. 
Calcium Hypophosphite ioe 44 gr. 
Syrup, Flavourings, etc ... QS. 


For further particulars, please write to :— 


East India Pharmaceutical Works Ltd. 


CALCUTTA-26. 
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ORIGINAL ARTICLES 


BEHAVIOUR OF GUINEAPIGS OF CALCUTTA AREA 
TO EXPERIMENTAL TUBERCULOSIS +t 
B. ?. TRIBEDI anp D. BARUA, 


Department of Pathology and Bacteriology, 
Medical College, Calcutta. 


The high susceptibility of guineapigs to both 
human and bovine types of the tubercle bacilli 
makes it indispensable in experimental work on 
tuberculosis. But during routine diagnostic work 
in our laboratory we have been using guineapigs 
supplied from outside for demonstration of tubercle 
bacilli in various materials of tuberculous patients 
with very disappointing results. In many cases we 
had culturally positive results though animal in- 
oculation test was negative from the same material. 
On personal contact with other laboratories in Cal- 
cutta depending on same sort of supply of guinea- 
pigs we were informed of similar disappointing re- 
sults by animal inoculation. This failure to produce 
lesion in these locally available guineapigs 
prompted us to take up the problem to see how 
these guineapigs actually behave to different doses 
of tubercle bacilli and to see whether these guinea- 
pigs also behave like Indian cattle which are more 
resistant to experimental inoculation as compared 
to the English breeds (Liston and Soparkar, 1917). 


METHODS AND MATERIALS 


Bacteria—4 strains of M. tuberculosis of human 
type isolated from sputum, cerebrospinal fluid, 
bone and lymphnode were selected. They were 
isolated in Léwensten-Jensen medium and either 
the Ist or 2nd subcultures were used for animal 
inoculation. 


+ This preliminary report was read in the 5th Annual 
Conference of Indian Association of Pathologists held 
at Baroda in the month of November, 1954. 


Colonies were picked up by platinum loops 
from the medium and were weighed in chemical 
weighing bottles: They were then suspended in 
normal saline and then injected into the muscles 
on the inner aspect of the right thigh of guinea- 
pigs. The four strains were thus injected in 
different doses into 4 series of guineapigs of 
different weights. 

Animals—23 healthy guineapigs of short- 
haired Angora type were used. These animals were 
supplied by a contractor from a village near 
Calcutta. The weight was recorded before giving 
the injection. 

After inoculation the animals were housed in 
a separate room in wire-gauze cages, and kept on 
usual diet, viz., about 30 g. of soaked grams mixed 
with bran and green vegetables with sufficient 
water. 

Weights of the animals were recorded weekly 
using the same weighing machine till the end of 
the experiment. Sedimentation rate was estimated 
every 2nd week by Westergren technique using 
blood from the heart 

Tuberculin test was done 15 days after in- 
oculation and if negative, was repeated later. 
01 c.c. of 1: 20 dilution of old tuberculin (5°0 mg.) 
was injected into the skin of the back after proper 
depilation. The result was recorded as + when 
the local induration was 10 mm. with erythema 
persisting for 48 hrs. or more. Bigger induration, 
necrosis and ulceration was recorded as ‘‘+ +”, 
“+ +'+" and “+ +\+ +” respectively. 
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Sone of the animals died and those who did 
not, were killed at the end of 12 weeks. Smear 
and cultural examinations were done to demon- 
strate the organisms in the lesions as well as in 
liver and spleen as a routine. Careful search was 
‘nade for macroscopic lesions. Histological exami- 
uation of the tissues were done when there was no 
typical lesion. 

It was decided to note the progress of the 
disease in the animals by observing the sedimenta- 
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Taste 1—StTRAIN No. R/37—ISOLATED FROM SpuTUM (STREPTOMYCIN SENSITIVE) 
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tion rate periodically. So before starting the 
actual experiment, normal sedimentation rate of 
healthy guineapigs weighing 200-600 g. was estab- 
lished by estimating E.S.R. of 50 such guinea- 
pigs. This was found to vary between 0'5—2°0 i 
mm. in Ist hour and 1'°2 to 35 mm. at the end 
of two hours. 

Results—Results found in different animals by 
different doses of the organisms are shown in the 
annexed tables. 


Weights in g. 


SL. Doses 
No, inmg- Beginning Highest End 


0-1 390 450 (10th wk) 430 


1 

2 0-5 487 546 ( Sth wk) 505 + 1:2 K (12th wk) C4 = (?y) 
3 4 420 508 ( 6th wk) 490 + 14 K (i2th wk) C++ (?y) 
4 6 367 423 ( 4th wk) 410 + 15 *D (9hwk) C++ (?y) 
220 280 ( 4th wk) 262 ++ 1-0 D(9thwk) C+++4 
6 05 232 ( 3rd wk) 265 ++ 1-2 D(8thwk) C++++ 
7 1-0 242 208 ( 3rd wk) 245 ++ 1-2 *D (4th wk) C++ 


Tuberculin S.R. Killed or Extent of 


(mean of 2 hrs.) died lesions + 


test 
in mm, 


Negative 1-0 K (12th wk) C+ 


TABLE 2—STRAIN NO. R/41—ISOLATED FROM CEREBROSPINAL FLUID 


SENSITIVE) 


1 O-1 500 547 (10th wk) 515 Negative 1-2 K (12th wk) C+ 

- 2-0 480 520 (12th wk) 520 + 1-4 K (i2th wk) C+4 (?y) 
3 O1 240 265 ( 3rd wk) 267 ++ 18 D(9%hwk) C+4+++ 
4 05 242 290 ( 4th wk) 233 ++ 1-5 D(8thwk) C++++ 
5 05 2202-245 ( 5th wk) 235 18 D(7wks) C++++ 
6 1-0 240 305 ( 4th wk) 282 Sa 2-7 *D ( 8 wks) C+4+4++ 


3—STRAIN No. FROM PUS FROM STERNUM 


1 O-1 210 — 190 
2 1-0 207 _ 177 
3 0-2 193 230. (3rd wk) 175 
4 0-1 450 495 (4th wk) 476 
5 20 467 490 (4th wk) 470 


STREPTOMYCIN 


+4 1-5 D(Swks) C+++ 

+ 15 *D ( 4 wks) C++ 

++ 1-2 D ( 5 wks) C+++ 

+ 1-4 K (12wks) C++ (?y) 


K (12 wks) C++ 


+ 1:2 


Taste 4—STRAIN No, R/39—IsOLATED FROM LYMPHNODE 


1 o-1 485 508 (4th wk) 490 + 15 K (i2wks) C+ 
2 0-5 520 535 (3rd wk) 525 + 1-4 K (12 wks) C+ 
1-0 506 530 (4th wk) 515 + 2-0 K (12wks) C+ (?y) 
4 o-1 236 262 (4th wk) 238 ++ 1-4 D(9wks)  C++++ 
a 0-5 228 250 (3rd wk) 230 ++ 16 D (7wks) C++++ 


* Indicates death after collection of heart’s blood. 


+ C+ 
C++ 


C+++-+4—Typical greenish yellow patc 


C+ —Intermediate of lesion. 
y —Yersin type of lesion. 


—Localised caseation with enlarged inguinal glands with or without caseation. 
—Enlargement with or without caseation of common iliac, sub-lumbar, portal, mediastinal glands in 


addition to above. 
C+++ —Enlargement of liver and - ge with no definite necrotic patches together with above. 
es of necrosis in liver, greyish white necrotic areas in spleen and small 


gelatinous tubercles in lungs in addition to the lesions 


= 
: 
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DISCUSSION 


In our series, guineapigs which were obtained 
from different villages in the suburbs of Calcutta, 
did not uniformly show characteristic lesions after 
injection of tubercle bacilli. The smaller guinea- 
pigs weighing between 200-250 g. did show 
characteristic lesions in all the cases though of 
varying degree. The bigger guineapigs weighing 
about 400 g. or more did not show any macro- 
scopic lesion in liver, spleen and lung in 12 weeks. 
On histological examination however typical fol- 
licles of epithelioid cells with an occasional foreign 
body type of giant cell were seen in liver and 
spleen of some of these big animals. Acid-fast 
bacilli could be demonstrated in some of these 
lesions on staining by Ziehl-Neelsen method. 
These lesions conform to the lesions described as 
Yersin type. We are not in a position to say 
what would have happened to these lesions if the 
animals were allowed to live for longer periods. 


No satisfactory explanation for this difference 
of susceptibility according to weight can be offered. 
Previous natural infection in the bigger animals 
would have explained this but such natural in- 
fection of guineapigs is very rare, moreover tuber- 
culin tests in all the animals were negative even 
15 days after injection of tubercle bacilli. 


Saltys (1952) recommends guineapigs of the 
approximate age of 2 months, weighing between 
300-350 g. Pandalai (1940) while working with 
the typing of tubercle bacilli noted down his 
observations in these words: “It has been the 
experience in this laboratory that the evolution of 
tuberculosis in guineapigs is comparatively slow, 
much slower than what is mentioned in text-books. 
In the great majority of cases it takes much more 
than 6 weeks to disclose any evidence of tuber- 
culosis in the animal and emaciation and death are 
very late events’’. 


Close (1946) while working on demonstration 
of tubercle bacillus in pleural fluid came to the 
conclusion that in the examination of pleufal fluid, 
the guineapig was less reliable than the culture 
medium and that the value hitherto placed on 
the guineapig inoculation test was in need of re- 
vision. He examined 102 pleural fluids by both 
culture and guineapig inoculation and 34 gave 
positive results; 10 by both culture and animal 
inoculation and 24 by culture alone with negative 
animal inoculation test. He did not get a single 
case of positive animal inoculation with negative 
cultural result. 


None of these two observers recorded the weight 
and source of the guineapig they used in their ex- 
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periment which would be very interesting to know 
in the face of our findings. 


Mangalik et al (1954) and Dhayagude and 
Shah (1948) could produce typical lesions in the 
guineapigs they used irrespective of weight but 
all their animals were either locally bred or 
obtained from a source of controlled breeding and 
rearing. Differences in natural resistance to tuber- 
culosis of different animals, e.g., mice, rabbits, 
cattle, etc., according to their race have been 
definitely shown by different workers (Koch 1884, 
Laurie 1941, Pierce et al, 1917). To try to explain 
this difference of susceptibility of guineapigs in 
different places of India on this racial basis will be 
nothing more than hypothetical at this stage of 
work. 


Sedimentation rate was not raised in any 
animals to any marked extent even oi: the day 
when it revealed extensive lesions on autopsy. No 
record of such observation in animals was seen in 
the available literature. In contrast to marked 
emaciation in human beings, lose of weight is not 
a constant feature in guineapig in experimental 
tuberculosis. Dhayagude and Shah (1948) recorded 
increase of weight in majority of their animals 
upto the end of their experiment. Mangalik et al 
(1954) recorded some gain in weight in the 
beginning but later on loss of weight was in- 
variable. In our series almost all the animals, 21 
out of 23, gained weight for 3-4 weeks—at times 
for longer periods, then the weight was lost to 
some extent but at the end the weight usually 
remained higher than that at the beginning of the 
experiment. Tuberculin test was positive in all 
the animals who showed generalised lesions on 
autopsy but never to the extent of ulceration. It 
was negative in those animals which did not take 


the disease. 


We took this opportunity to see whether there 
was any difference in the virulence of the organism 


according to their streptomycin sensitivity. 2 of 
our strains, R/37 and R/41, were streptomycin 
sensitive and the other 2 strains were streptomycin 
resistant, but there was no difference in their viru- 
lence in the small guineapigs. This finding is in 
line with those of Steenken et al (1948) and 
Mitchison (1954) who reported that resistance to 
streptomycin or P.A.S. does not result in any loss 
of virulence. Isoniazid resistant strain is usually 
avirulent in guineapigs (Peizer et al 1953 and 
Steenten et al 1953). 


Incidentally it may be mentioned that Peizer 
and his colleagues used guineapigs weighing 
between 200-250 g. for virulence test. 


A 


SUMMARY 


(1) 4 strains of recently isolated M. tuberculosis 
(human type) were injected in different doses in- 
tramuscularly into locally available 23 guineapigs 
of different weights. 

(2) They were sacrificed after 12 weeks unless 
they died earlier and it was found that only the 
smaller guineapigs weighing between 200-250 g. 
developed typical lesions. The bigger guineapigs 
weighing about 400 g. did not show typical lesions 
within the period observed. This shows that 
guineapig inoculation test for M. tuberculosis is 
not always infallible. 

(3) Histological examination revealed Yersin 
type of lesion in the liver and spleen of these bigger 
animals. 

(4) Weight loss is not a significant feature of 
guineapigs in experimental tuberculosis. 

(5) Sedimentation rate of guineapigs did not 
show any significant rise even when the lesions 
were extensive. 

(6) Tuberculin test was positive in all the 
animals with generalised lesions and was negative 
in bigger animals which did not show typical 
lesions. 

(7) The virulence of the streptomycin sensitive 
and streptomycin resistant strains used did not 
show any variation in our small series. 
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In the present article, an attempt has been made 
to describe the different degrees of acuity of distant 
vision observed amongst seamen ratings. The 
following four categories of vision, based on the 
prescribed pliysical standards laid down by the 
Government for seamen, were accepted : 


(i) normal vision (6/5 or 6/9 each eye) 
(ii) neariy normal vision (6/12 one eye and 
6/12 or better other eye) 


(iii) poor vision (less than 6/24 each eye or less 
than 6/36 one eye and 6/12 other eye) 


(iv) medium vision (better than poor vision but 
below nearly normal). 


An attempt has also been made to discuss the 
causes of poor vision and their relationship with 
age and occupation. The ratings belonged to three 
departments of occupation, namely, deck, engine 
and saloon and they were considered under two 
broad age groups, viz., (A) below 50 years and 
(B) above 50 years. 

Out of 11,042 seamen examined during 1952, 
7,208 (roughly 66 per cent) had the same standard 
of vision in both eyes whereas the rest had asymme- 
trical vision. The distribution of acuity of un- 
aided distant vision amongst seamen is given in 
Table 1. 

It will be seen in Table 1 that the incidence rate 
of poor vision was highest in saloon department 
in the age group B. Otherwise the difference in 
the incidence rates of the visual standards in the 
three departments of occupation amongst persons 
belonging to either A or B age groups were not 
very sharp. 

As already stated, every ‘poor vision’ case was 
subjected to further examination by the eye specia- 
list in order to find out the cause of such poor 
vision and the degree of improvement of vision 
with glasses, as on the report of the specialist his 
further fitness for sea service was assessed. 
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TaBLeE 1—DISrRIBUTION oF ACUITY oF UNAIDED DzSTANT VISION AMONGST SEAMEN ACCORDING To THE DEPARTMENTS 
OF OCCUPATION 


Age group A (18—50 Yrs.) 


Age group B (50+Yrs.) 


Engine Saloon 


Deck Engine Saloon Deck 
Normal vision No. 1813 1944 980 177 343 53 
per cent 63-0 58-8 16°5 22:4 8-4 
Nearly normal vision No. 474 489 274 198 308 103 
per cent 16-5 14:8 16-9 18-4 23°5 16-4 
Medium vision ie 458 689 255 340 545 179 
per cent 15-9 20°8 15°7 31-7 32:1 28°5 
Poor vision 131 187 112 359 337 
per cent 46 5-6 6-9 33-4 22:0 46-7 


Causes OF Poor VISION 


Out of 1420 ‘poor vision’ cases, only 836 
seamen (58°8 per cent) reported after obtaining the 
opinion of the eye specialists. The diseases 
observed and occupation in them are given in Table 
2 and 3 respectively. The remaining 584 seamen 
(41°2 per cent) did not turn up even up to 8-12 
months after they were referred to the eye specialist. 

From Table 2, it will be seen that the principal 
known causes of ‘poor vision’ were (1) Errors of 
refraction bilateral—56'3 per cent; (2) Lental 
diseases, unilateral or bilateral—25°6 per cent ; 
(3) Other eye diseases unilateral or bilateral— 
per cent. 


Error of refraction, bilateral—Amongst 471. 


cases of bilateral error of refraction, 304 cases 


(64°5 per cent) had their visions corrected up to 


6/9, or better, in each eye whereas 167 cases (35°5 
per cent) had them corrvcted only upto 6/12 each 
eye, no further improvement being possible even 
though the fundus oculi and lenses were all 
healthy. In Table 3 it will be seen that the in- 
cidence rate of bilateral error of refraction re- 
mained practically same upto the age of 40 years, it 
was highest in the age group 40-50 years, and there- 
after it declined. The difference in the incidence 
rates in the three departments of occupation 
amongst age group A or B was very small. 
Lental diseases, unilateral or bilateral—The 
lental diseases noted among 214 seamen were lental 
sclerosis, cataract and aphakia (for details see table 
3). All bilateral lental sclerosis cases had their 
vision improved only partially, namely, 6/18 each 
eye or 6/24 one eye and 6/12 other eye. In the 
aphakic eye, the vision could be impreved with 


Taste 2—SHowINnG Causes oF Poor VISION IN 836 CASES AS REPORTED BY THE SPECIALISTS 


Causes No. 

One eye Other eye 
1. Error of refraction bilateral (471 cases) ao Refractive error Refractive error 471 
2. Lental diseases, unilateral or bilateral (214 Lental sclerosis Lental sclerosis 77 
cases) Cataract Cataract &2 
do. Aphakia 4 
do. Refractive error 32 
do Other eye diseases 4 
Aphakia Refractive error 13 
do. Aphakia 2 
3. Other eye diseases, unilateral or bilateral (151 Other eye diseases Other eye diseases 45 
cases) do Refractive error 76 
do Normal 30 
Total—836 836 


Standard of vision —- — 
) Diseases 
{ 
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glass only upto 6/12 whereas practically no im- 
provement was possible in cataract eye, thus result- 
ing in partial blindness in the affected eye. The 
incidence rate of these diseases increased with age. 
In the age group A of the population it was highest 
in the deck department, the other two departments 
having practically the same incidence rate, whereas 
in the age group B of the population, it was highest 
in the engine department, the other two depart- 
ments having practically the same incidence rate. 
(Table 3) 
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Other eye diseases, unilateral or bilateral—The 
types of diseases that were included in the 151 
“other eye diseases’’ cases consisted of phthisis 
bulbi, amblyopia, choroiditis, optic nerve disease, 
retinal disease etc. In all these cases, no improve- 
ment or very little improvement with glasses was 
possible in the affected eye, thus resulting in total 
or partial blindness. In the age group A of the 
population the incidence rate was highest in saloon 
department, the other two departments having 
practically the same incidence rate whereas in age 


TaBLy 3—SHOWING CAusES OF POOR VISION ACCORDING TO THE DEPARTMENT OF OCCUPATION 


Age group A (18—50 yrs.) 


Age group B (50+yrs.) 


Cc Total Cases Total Cases 
population population 
reported No. percent reported No. per cent 
Error of refraction, bilateral -. Deck 105 56 53-3 129 72 55°8 
Engine 155 101 65-2 221 116 52:5 
Saloon 89 51 56-2 137 75 547 
Lental diseases, unilateral or bilateral ... Deck 105 22 21-0 129 40 31-0 
Engine 155 18 11-6 221 83 37°6 
Saloon 89 9 10-1 137 42 30-7 
Other eye diseases, unilateral or bilateral Deck 105 27 257 129 17 13-2 
Engine 155 36 23-2 221 22. 99 
Saloon 89 29 33-8 137 20 14-6 


TABLE 4—SHOWING CaUSES BLINDNESS 


Causes Number 
Type of blindness of cases 
One eye Other eye 
1. Unilateral total blindness (38 cases) Phthisis bulbi Refractive error % 
Retinal detachment do. i 
Choroiditis do. 1 
2. Unilateral partial blindness (104 cases) ... Cataract Aphakia 4 
do. Refractive error 32 
Amblyopia do. 37 
Optic atrophy do. 1 
Corneal opacity Normal 18 
Choroiditis do. 5 
Diseases of retina do. 3 
Iridocyclitis do. 4 
3. Bilateral partial blindness (131 cases) are Cataract Cataract 82 
do. Choroiditis 2 
do. Corneal opacity 2 
Corneal opacity do. 4 
Diseases of choroid do. i 
do. Diseases of choroid 11 
do. Amblyopia 1 
Amblyopia do i 
Diseases of retina Diseases of retina 8 
Diseases of optic nerve Diseases of optic nerve il 
Pterygium Pterygium 4 
Trachoma Trachoma 3 
Glaucoma Glaucoma 1 
Total 273 
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group B of the population it was lowest in the 
engine department but equally high in other two 
departments. (Table 3). 


BLINDNESS AMONGST SEAMEN 


No improvement or very little improvement was 
possible in one or both eyes of 273 cases. They 
therefore remained totally or partially blind in the 
affected eye. The causes of such blindness are 
given in Table 4 (partial blindness being defitied 
as inability to count finger at 20 ft.). 

Assuming that the distribution of different eye 
diseases amongst 584 unaided ‘poor vision’ cases 
who did not turn up later was the same as found 
amongst 836 unaided ‘poor vision’ cases who re- 
ported later, the estimated percentage of ‘blind- 
ness’ (all types taken together) amongst the whole 
seamen population examined (11042) would be 4°20 
per cent, and it increased as the age group ad- 
vanced. In both A and B age groups, the inci- 
dence rate was highest in saloon department. 
(Table 5). 


Taste 5—SHOWING ESTIMATED PERCENTAGE OF BLENDNESS 
AMONGST SEAMEN ACCORDING TO DEPARTMENTS OF 


OCCUPATION 
Age group A Age group B 
(18—50 yrs.) (50+ yrs.) 
Occupation Estimated Estimated 
percentage percentage 
No. of total of total 
population population 
Deck 1-56 39 10-11 
Engine 2-19 73 7:26 
Saloon 32 6-91 46 15-69 


Based on the above assumption, the estimated 
incidence rates of unilateral total blindness, uni- 
lateral partial blindness and bilateral partial blind- 
ness amongst whole seamen population examined 
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would be 0°70 per cent, 1°6 per cent and 2°0 per 
cent respectively. In 94°7 per cent cases of unilate- 
ral total blindness, the cause was phthisis bulbi, 
in 70°3 per cent of unilateral partial blindness the 
causes were either cataract or amblyopia and in 
62°6 per cent of bilateral partial blindness, the 
cause was cataract (there was no case of bilateral 
total blindness). 

From Table 4, it will be seen that there were 122 
eases of cataract, 45 cases of chorioretinal diseases 
including optic nerve diseases, 39 cases of amblyo- 
pia, 36 cases of phthisis bulbi, 25 cases of corneal 
opacity and 12 cases of miscellaneous diseases, 
causing either individually or in combination, 
‘blindness’ amongst 273 seamen and their estimat- 
ed percentages of incidence rate in-the whole sea- 
men population would be 1°86 per cent, 0°69 per 
cent, 0°55 per cent and 0°38 per cent. 


DISCUSSION 


As the acuity of unaic'ed distant vision amongst 
the general population of East Pakistan and West 
Bengal from which seamen of Calcutta are usually 
recruited is not known, it is difficult to make any 
comparative study. However, candidates (pro- 
spective seamen) aged 18-26 years, who were 
selected for entry into merchant navy as ratings 
were all subjected to medical examination before 
they went for sea service. The acuity of unaided 
distant vision observed amongst them is given in 
Table 6. From therein it will be seen that the 
percentage of normal vision amongst them was 
higher than the existing seamen (aged 18-30 years) 
who had voyage experience, thereby indicating 
that hazards of sea service might have possibly 
affected the eye sight of the seamen. 

It is a known fact that since childhood as age 
advances the acuity of vision also deteriorates. In 
seamen also acuity of distant vision deteriorated 
as the age group advanced. In the age group 
below 50 years, the commonest cause of marked 
deterioration of vision was bilateral error of refrac- 
tion, hence in most of the younger seamen the 


Existing seamen having Prospective seame aged Prospective seamen aged r, 
18-26 yrs. selected by Ship-- 18-20 yrs. selected by 


voyage experience aged 


Visual standard 18-30 yrs. ping Master, Calcutta West Bengal Govt. 

No. per cent No. per cent 2 No. per cent 
Normal vision... ... 343 1540 S85 90 90-9 
Nearly normal vision Pent 36 8-5 35 21 17 1-7 
Medium vision... rie 31 73 48 29 45 45 
Poor vision tee 13 31 15 29 29 
Total od on 423 100-0 1648 100-0 1000 100-0 


| 
Taste 6—SHOWING AcuITy oF UNAIDED DISTANT VISION AMONGST PROSPECTIVE AND EXISTING SEAMEN ; 
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vision could be improved while in the rest where 
improvement in both eyes was not possible, the 
principal eye diseases causing blindness were 
amblyopia and corneal opacity. In the age group 
above 50 years, the commonest cause of such 
marked deterioration of vision was cataract and 
chorioretinal diseases including optic nerve dis- 
eases, hence very little or no improvement was 
possible in majority of them, thus resulting in high 
percentage of blindness amongst elderly seamen. 


Amongst the three departments of occupation, 
saloon ratings suffered most although it was ex- 
pected that the engine ratings due to heat rays of 
the engine room furnace and deck ratings due to 
sun glare in the open deck of the ship would be 
suffering most. The exact reasons for such obser- 
vation require further study. 


According to Somerset and Ghosh (1951) 
roughly 0°25 per cent population (India and 
Pakistan) are totally blind with similar percentage 
partially blind who cannot earn their living with- 
out special assistance of blind welfare service. 
Among seamen who came up for medical exami- 
nation prior to further engagement into sea ser- 
vice, there was naturally no case of bilateral total 
blindness and cases of unilateral (total or partial) 
blindness were not always prohibitive for further 
sea service, but roughly 2°0 per cent of seamen 
population were partially blind in both eyes and 
thus debarred permanently from further sea ser- 
vice. Thus it appears that the incidence of blind- 
ness amongst seamen is higher than in the general 
population. 


SUMMARY 


1. Out of 11,042 seamen, the acuity of distant 
vision without glasses according to the standards 
enumerated at the outset were roughly as follows : 
—(a) normal vision—48 per cent ; (b) nearly normal 
vision—17 per cent, (c) medium vision—22 per 
cent and (d) poor vision—13 per cent. The majo- 
rity of the seamen (roughly 66 per cent) had sym- 
metrical vision in both eyes. 

2. Acuity of distant vision deteriorated as the 
age advanced. The saloon ratings suffered most 
from unaided poor vision. 


3. Out of 836 unaided poor vision seamen who 
were examined by the specialists the principal 
known causes were bilateral error of refraction— 
56°3 per cent, lental diseases—25°6 per cent and 
‘other eye diseases’—18°1 per cent. 

4. No case of total blindness was detected 
amongst the seamen examined. The estimated per- 
centage of unilateral total blindness, unilateral 


partial blindness and bilateral partial blindness 
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were 0°70 per cent, 1°6 per cent and 2°0 per cent 
respectively. 

5. The estimated incidence rate of the different 
eye diseases causing blindness either individually 
or in combination, amongst the total seamen popu- 
lation were 1°86 per cent cataract, 0°69 per cent 
chorioretinal diseases including optic nerve dis- 
eases, 0°60 per cent amblyopia, 0°55 per cent 
phthisis bulbi, 0°38 per cent corneal opacity and 
0°18 per cent miscellaneous. All these diseases in- 
creased as the age group advanced except amblyo- 
pia and corneal opacity which increased only after 
50 years of age. The saloon ratings suffered most 
from these diseases. 
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CARDIOVASCULAR SYPHILIS 


L. K. GANGULI, s.sc., m.p., M.R.c.P., 


Hony. Physician, N. R. 8. Medical College & Hospitals, 
Calcutta. 


Cardiovascular manifestations of syphilis are 
rare at present, and of all chronic cardiac diseases 
not more than 5 per cent are syphilitic in origin. 
It is a late manifestation of the specific disease, 
occurring as a rule but not invariably 15-20 years 
after the primary infection. Thus the majority of 
the cases we encounter in our day to day practice 
are between the ages of forty and fifty and for 
every 9 males only 1 female is affected. 

Incidence of cardiovascular syphilis is depen- 
dent on the occurrence of primary syphilis. The 
ignorant who do not appreciate the value of pro- 
phylaxis and treatment are more vulnerable than 
the privileged who can afford early and complete 
treatment in case of infection. Thus the incidence 
of cardiovascular manifestations is greater in the 
working classes and in people of the lower income 
groups. 

The majority of the clinical manifestations of 
cardiovascular syphilis is due to involvement of 
the arteries. The other uncommon lesions ~ are’ 
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gumma of the heart and diffuse syphilitic myocar- 
ditis. 

Dirruse Myocarpitis: Diffuse syphilitic myo- 
carditis is“a rare entity. It is said that it is one 
of the causes of sudden death. 

GuMMA OF THE HEART: In common with the 
occurrence of the same lesion elsewhere gumma 
of the heart is a rarity. If it occurs at all it is 
as a rule situated in the septa, particularly coming 
into clinical importance when it is situated in the 
upper part of the interventricular septum. In this 
situation the involvement of the conducting system 
leads to various types of heart block, even produc- 
ing Stokes-Adam syndrome. 


SyPHILIS OF THE ARTERIES: Syphilis is one of 
the outstanding cause of arterial disease. The 
organisms show a prediliction for the small arteries 
and the vasa vasorum of the bigger arteries. Of 
the small arteries the cerebral arteries bear the 
brunt. Syphilitic involvement of the coronary arte- 
ries is very rare, and whatever symptoms occur are 
not due to the direct effect of the spirochaetes but 
are secondary to deficient coronary circulation as 
a result of involvement of the ostia. Of the larger 
vessels vasa vasorum of the aorta is most com- 
monly and severely affected. 


AORTITIS : 

Site—The lesions are common in the ascending 
part and arch of the aorta which are richly supplied 
with lymphatics and occasionally occurring 1-2 
inches above the aortic valves and then spreading 
upward and downwards. Rarely other portions of 
the aorta may be affected. The particular locali- 
sation is explained by the fact that the spirochaetes 
are filtered in the pulmonary vascular bed into the 
lymphatics, reaching the mediastinal lymph flow. 
From here they travel via the perivascular lymph 
spaces of the vasa vasorum of the aorta. 

Pathology—The essential pathology being the 
same everywhere the basic lesion is in no way 
different at this place also. The picture is of a 
chronic inflammatory process. There is infiltra- 
tion with lymphocytes and plasma cells and 
oedema during the acute phase followed by heal- 
ing by fibrosis and scar formation. 


The earliest changes are seen in the adventitia. 
The inflammation spreads from here to media. The 
conspicuous changes not only occur along the 
vasa vasorum, but are perivascular too. The vasa 
vasorum is surrounded by a collection of lymphoid 
and plasma cells, often with necrosis resembling 
gummatous lesion. The lumen of the vessel is obli- 
terated due to proliferation of intima, thus leading 
to gradual obliteration of the lumen of the vasa 
vasorum, i.e., endarteritis obliterans. As a result 
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the media of the aorta consisting of musculo-elastic 
tissue suffers from lack of nutrition. The effect is 
destruction of the musculo-elastic element of the 
vessel. The spirochetes remain active for years and 
thus the lesion is progressive. The healing pro- 
cess is slow. There is no regeneration and repair 
is by fibrous tissue replacement. Fibroblastic pro- 
liferation derived from adjacent connective tissue 
takes place. This leads to patchy irregular scar 
tissue formation in the media. There is compen- 
satory thickening of intima overlying these areas. 
The smooth intima is thrown into longitudial 


. folds and appears nodular, thickened and puckered 


with characteristic stellate scars. There is no ulce- 
ration or calcification. 

The coronaries—The involvement of the coro- 
naries is not direct. The mesaortitis heavily 
affecting the region of sinuses of Vassalva 
and the oedema of the active phase around 
the ostia of the coronaries lead to diminished 
coronary inflow. This diminished flow may be 
sufficient for the nutritional needs of the heart 
at rest but is quite insufficient when demand is 
more during an exertion, causing a sense of dis- 
comfort and substernal oppression simulating 
angina of effort. 

The valvular lesions are commonly limited to 
the valve commissures. Sometimes the free margin 
is also affected giving rise to a rolled up appear- 
ance. During healing there is shortening of the 
cusps in transverse direction resulting in incompe- 
tence. There are no adhesions between the cusps 
nor is there any calcification. 

Because of loss of elastic tissue the ring dilates 
and causes a leak. 

Signs and Symptoms—Syphilitic aortitis is often 
symptomless not only in its early stage, but also 
in the advanced stage too. Diagnosis is often 
accidental e.g. during systemic examination for 
other diseases or during mass radiography or on a 
post-mortem table. In early stage in some patients 
there is constant high retrosternal dull ache 
specially at night—the night pain. 

The whole symptomatology is based on the 
resultant effect produced by the syphilitic inflam- 
mation of the aorta. As a result of aortitis three 
things happen : 

(1) Involvement of the coronary ostia, giving 
rise to dyspnoea and pain on exertion i.e. effort 
angina. It is of course not suggested that all effort 
angina indicates syphilitic aortitis. Sometimes 
even coronary occlusion can occur giving rise to 
myocardial infarction. (2) Thickening of the com- 
missures of aortic cusps and the dilatation of the 
rings (50 per cent) resulting in aortic incompe- 
tence. (3) Replacement of musculo-elastic tissue 
causing dilatation of the aorta. 
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Before the involvement of the valves, simply 
due to the dilatation of the aorta, there are in- 
creased dullness at the base, a systolic murmur 
in the aortic area and a markedly accentuated 
aortic second sound. Systolic thrill may be pre- 
sent. In asymptomatic and uncomplicated cases 
in the absence of hypertension a systolic murmur 
over the aortic area with accentuated second sound 
has been laid down as a digonstic criterion. 


Aortic INCOMPETENCE: Dyspnoea on exer- 
tion, blackouts (fainting), sensation of throbbing— 
an early diastolic murmur—left ventricular hyper- 
trophy, pulsatile arteries of the neck and a collap- 


sing pulse ase the usual features of aortic incom-: 


petence. In long standing cases symptoms are due 
to left ventricular decompensation giving rise to 
paroxysmal dyspnoea or even cardiac asthma. 
Hypertrophy of the heart is the rule in syphilitic 
aortitis and is conspicuous in incompetence. An 
early diastolic murmur over the aortic area often 
conducted down across the sternum towards the 
apex of the heart, is also audible. 


ANEURYSM OF THE AORTA: Aneurysm forma- 
tion occurs in 10 per cent of cases. The single 
greatest factor in the production of aneurysm is 
the loss of musculo-elastic tissue. The aneurysm 
may be fusiform or sacular. To start with pres- 
sure symptoms are the main manifestations of 
which dysphagia is earliest. Pain due to erosion 
of bones, hoarseness due to pressure on left recur- 
rent laryngeal nerve, and difficulty of breathing 
are commonly complained of. Inequality of pulse 
and blood pressure in two arms and systolic pulsa- 
tion over the right second intercostal space are 
early signs. A pulsating tumour on the chest is a 
late sign. ‘Tracheal tug is characteristic of aneu- 
rysm of the arch. Dullness at the base of the heart 
exceeding 2%" and a systolic and diastolic murmur 
and accentuated second sound are diagnostic. 
Later there is strain of left ventricle and left ventri- 
cular decompensation sets in. 


DIAGNOSIS 


_ Associated findings—In 35 to 40 per cent of 
cases the diagnosis may be confirmed by the pre- 
sence of associated signs and symptoms of. neuro- 
syphilis. 

Skiagraphy—In 30 per cent of cases no radio- 
logical findings appear unless the condition- has 
advanced or is associated with atherosclerosis, when 
the aorta may unfold and elongate. When the 
ascending part only is involved, a fusiform. shadow. 
gradually merging upwards into the normal lumen 
of the aorta is seen. In the advanced stage there 
is a general widening of the aorta. The arch 
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becomes prominent and the cardiac shadow is 
enlarged due to left ventricular hypertrophy. 


Serology—W.R. is positive in 85 per cent of 
cases. 


Electrocardiography—In the early stage persis- 
tent RS-T segment depression denotes aortitis. In 
late stage of the disease, an idea about the left 
ventricular hyperirophy is obtained. 


Syphilitic aortitis giving rise to effort angina 
ought to be differentiated from effort angina due 
to direct coronary involvement. Serology and 
electrocardiographic examination will help us in 
this matter. In older patients the presence of 
clacification, and a very marked systolic thrill on 
the right side of the sternum favour the diagnosis 
of atherosclerosis. Aortic sternosis is not com- 
patible with the diagnosis of syphilitic involvement 
of the aorta. It ought to be remembered that both 
syphilitic aortitis and atherosclerosis may be pre- 
sent in the same individual. Most important is 
the differentiation from rheumatic lesions. The 
onset of the disease at an early age, and the’ pre- 
sence of a mitral valve lession even in the absence 
of any suggestive past history are to be taken as 
rheumatic in origin. The difficulty will arise when 
only aortic incompetence is detected in a middle 
aged person. Serology is the only means in these 
cases to arrive at a conclusion. 


In case of an aneurysm, confusion may arise. 
Tumours of other mediastinal structures may simu- 
late some of the clinical and radiological pictures. 
But associated gross enlargement of the heart 
always favours an aortic lesion. 


CouRSE AND PROGNOSIS 


Syphilitic involvement of the aorta is insidious 
and slow. Being a progressive disease, it is lethal. 
In advanced cases the therapeutic prospect is bleak. 
After diagnosis the usual life span is three to four 
years, even with good therapy and a strict regime. 
With aneurysm the maximum expectation of life 
is four years. Prognosis is very bad with associated 
congestive cardiac failure and severe effort angina. 
The size of the heart bears a distinct relation to 
prognosis, in persons with aortic incompetence. 
The greater the hypertrophy the lesser is the ex- 
pectation of life. Prognosis is also related to physi- 
cal activity. A person who can well afford to retire 
and live an inactive life has definitely an advantage 
over an wage earner and a manual worker... Death 
often is due to cerebral vascular accidents. Rup- 
ture of aneurysm, cardiac asthma, coronary occlu- 
sion and a very vigorous antisyphilitic meree may 
terminate life suddenly. 


, 
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‘TREATMENT 


Individual experiences not being the same there 
are difference of opinion, but all agree in rest as 
a single therapeutic measure of value when the 
disease is active. 

Specific treatment—Vigorous  antisyphilitic 
treatinent is harmful, It has been seen that when 
antisyphilitic treatment is instituted, there is a 
flaring up of the activity. Thus the already 
narrowed ostia of the coronaries may get completely 
occluded and a fatal result may precipitate due to 
the therapeutic shock. To avoid Herxheimer re- 
action, it 1s always better to choose a less potent 
drug at the start. It is safe to begin with potas- 
sium iodide by mouth starting with a small dose 
of 15 grains a day and ending with 45-60 grains a 
day for about a fortnight. It is particularly re- 
commended in aortitis and aneurysm of the aorta 
where it is beneficial. 


The treatment may be started with a course of 
bismuth, as salt or as solub‘e compounds (0°! g. 
intramuscularly twice a week for three to four 
weeks). This may be followed by injections of 
penicillin which is the drug of choice. The first 
few doses being’ 30,000-50,000 units a day and then 
gradually rising to 400,000-600,000 units a day till 
the total dose is 6-10 mega units. Another course 
of 6 mega units may be repeated after 3 months. 
The toxic arsenical compounds may better be with- 
held. Improvement is noticed by the amelioration 
of breathlessness and substernal ache and absence 
of effort angina. Elderly patients are not much 
benefited. 


Symptomatic treatment—Narcotics may be 
freely used to give relief from pain due to erosion 
by aneurysm. In severe cases paravertebral block 
may be advised. For effort angina of luetic origin 
the nitrites are not efficacious. 


WASSERMANN REACTION AND THE TREATMENT 


The W.R. is always elusive. On three monthly 
observations in some patients the W.R. gradually 
falls down and ultimately becomes negative, others 
show no change at all. It is always helpful to get 
a quantitative result than merely ‘positive’, and 
after a course of antisyphilitic treatment during 
the follow up period the titre levels should always 
be interpreted by comparison with the original. 
The significance of persistent W.R. is problemati- 
cal in adequately treated cases. It may be due to 
‘a focus of spirochetes sealed off’ from the effect 
of the treatment or may be a permanent change 
in the metabolic nature of the cells. 


CARDIOVASCULAR EMERGENCIES 


V. V. SHAH, m.p., & Lonp.), 
Hony. Physician, T, N. Medical College 
Bombay, 


Acute heart conditions require the most urgent 
treatment and if properly diagnosed, many lives 
can be saved and recovery hastened. I explain 
how to make a bedside clinical diagnosis and apply 
immediate practical measures when confronted 
with such a situation. The common emergencies 
are (1) acute cardiac dyspnoea as a manifestation 
of acute left ventricular failure and pulmenary 
oedema ; (2) cardiac pain due to acute coronary in- 
sufficiency or coronary thrombosis ; (3) syncopal 
attacks ; (4) tachycardia due to various causes, 


Acute Lerr VENTRICULAR FAILURE AND 
PULMONARY OEDEMA 


The common causes responsille for acute L.V. 
failure arc hypertension, coronary disease and 
aortic disease. Tight mitral stenosis as cause of 
pulmonary oedema with or without auricular 
fibrillation is also not uncommon. The patient 
suddenly wakes up after midnight or in early hours 
of the morning with difficulty in breathing and 
sense of suffocation, sitting up in bed. It is asso- 
ciated with restlessness, anxiety and perspiration, 
having quite often irritating cough bringing out at 
intervals blood-stained frothy sputum. The signs 
are: Enlargement of the left ventricle, i.e., apex 
beat felt down and out and heaving, gallop 
rhythm, second sound in the pulmonary accen- 
tuated, pulsus alternans, pulmonary basal conges- 
tion with rales at the bases, may be expiration 
prolonged with rhonchi or in marked cases with 
coarse rales all over the chest, amounting to a 
typical picture of acute pulmonary oedema, with 
frothy pinkish sputum coming out of nostrils and 
mouth. Enquiry should be made about the history 
of recent or remote coronary thrombosis, blood 
pressure for hypertension should be recorded and 
careful examination for aortic murmur especially 
diastolic is essential as their presence gives added 
evidence. 

The history of many years’ duration of attacks 
of dyspnoea in contradistinction to the short dura- 
tion in paroxysmal cardiac-dyspnoea, often younger 
patients, frequently obtained history of adrenaline 
having been injected to relieve the dyspnoea, ex- 
piration prolonged with rhonchi present, leave no 
doubt that it is bronchial asthma and not cardiac. 
ECG does help in a doubtful diagnosis, showing 
evidence of L.V. hypertrophy or of coronary 
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disease with myocardial injury or infarct pattern 
while ECG is essentially normal in patients of 
bronchial asthma except that P wave in L2, L3 
may be tall and sharp suggestive of chronic 
pulmonary disease and emphysema. 

A patient at or near the age of 60, having B.P. 
of about 160 to 170 mm. of Hg. systolic and about 
80 to 90 diastolic complaining of cough with 
dyspnoea, may make one associate such a raised 
B.P. with dyspnoea and lead to a diagnosis of acute 
L.V. failure as the cause of dyspnoea. Such is not 
an infrequent emergency in practice. Proper 
history of long-standing cough with expectoration, 
probably history of fever due to respiratory in- 
fection, clubbed fingers, emphysema and undue 
cyanosis should make one think of pulmonary 
condition as the cause of dyspnoea. This type of 
raised B.P. is not uncommon in old people and 
bronchitis being also quite frequent at this age, 
such hypertension is to be neglected and is usually 
due to arteriosclerosis of larger vessels and treat- 
ment directed towards respiratory infection and 
~ronchospasm in the form of antibiotics, broncho- 
dilators like aminophylline and even ephedrine, 
oxygen, expectorants, etc. I am drawing atten- 
tion to this because if morphia is injected in such 
cases it may be disastrous. 

Treatment—Sitting or propped up position 
which the patient himself will take up and morphia 
with atropine or pethidine will be all that may be 
required in a slight or early case; but if the 
congestion is marked either in recurrent attacks 
or in severe attacks, aminophylline 0°24 to 0°48 g. 
diluted with glucose given very slowly taking 
about 3 to 5 minutes and oxygen in high concen- 
tration are indicated. In spite of these measures, 
if the patient is not relieved, strophanthin or 
digoxin I.V. should be given provided no digitalis 
has been given in the last 10 days, and a mercurial 
diuretic should be injected. In hypertensive L.V. 
failure which is resistant to such treatment, blood- 
less phlebotomy, i.e., application of B.P. cuffs or 
letting out 400 to 500 c.c. of blood would be life 
saving and should not be delayed. This and 
digitalis of course are contraindicated in patients 
having coronary thrombosis as the cause of L.V. 
failure and pulmonary oedema. The question of 
administering digitalis to a patient having myo- 
cardial infarct and L.V. failure, is controversial but 
I am of the opinion that for the first three weeks, 
digitalis should as far as possible be withheld. 
If one is confronted with such a situation, one 
should use procainamide solution during digitalis 
therapy to prevent ventricular arrhythmias. If 
the hypertension is marked and does not lower by 
sedation, aminophylline etc., it is better to inject 
hexamethonium bromide and try to lower the B.P. 
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by repeated injections as the heart may not cope 
with the resistance against which it has to work. 


CaRDIAC PAIN 


Angina pectoris patients do not usually present 
an emergency as they usually sce us in between 
the attacks of pains. They know that halting or 
a quiet rest and nitroglycerine are the remedies 
par excellence during the attacks of anginal pain. 
Prolonged cardiac pain due to acute coronary 
insufficiency or coronary thrombosis is one of the 
commonest emergencies. Cases of coronary throm- 
bosis may be of varying severity. There may be a 
patient with pain only for a few hours and no 
other symptoms or there may be other cases with 
prolonged pain for a day or two with marked state 
of shock and dyspnoea. Between these cases there 
are cases of varying clinical grades. Pain is nearly 
always present, rarely absent or insignificant while 
the other two symptoms of shock or dyspnoea pre- 
dominate. A patient inay have pain and marked 


shock with no dyspnoea or he may have pain and 
marked dyspnoea with very little shock state or 
quite often there are pain, shock and dyspnoea 
together with varying degrees of severity. Clinical 
data about the site, character, duration and radia- 
tion of pain, restlessness and perspiration are quite 
important and should be carefully noted. Triple 


rhythm is quite an important and not uncommon 
sign which tells us that something is wrong with 
the heart ; but for this, in a large number of cases, 
physical examination is not helpful in the diag- 
nosis. It is in this disease that ECG has been 
of the greatest aid in diagnosis, showing typical 
changes of infarct or injury. First ECG, taken 
soon after, may show evidence of myocardial 
ischaemia or may show non-specific changes or 
may be rarely normal but serial electro-cardio- 
graphy is practically never negative and if re- 
peated ECG’s are negative, then the pain is not 
due to coronary thrombosis and myocardial in- 
farct. 

Treatment—Pain, shock and dyspnoea with 
varying severity have to be treated. For the relief 
of pain and restlessness, pethidine 100 mg. and 
morphia with atropine and codeine should be 
used. If the pain is less marked, smaller dosage 
of these drugs or codeine only should be used. 


Mild and short lasting state of shock is quite 
common and does not require any active treatment; 
but a severe state of shock especially when it is 
persistent, does add to myocardial ischaemia and 
consequent necrosis and therefore it is advisable 
to combat it. P-methyl aminoethanol phenol tar- 
tarte—1 amp. 1 c.c. subcut. or LM. every 2 
hours till B.P. is raised to low normal levels. It 
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may also be given orally—10 per cent solution 20 
to 30 drops frequently. If still unresponsive and 
B.P. remains 80 mm. of Hg. or below with very 
low pulse pressure and the patient pulseless, 1- 
noradrenaline bitartrate 2 mg. in 500 c.c. 5 per 
cent glucese should be given as a slow I.V. drip 
infusion, bringing about a smooth rise of blood 
pressure, the rate being adjusted as indicated by 
frequent readings of B.P., the aim being to keep 
the systolic pressure between 100 and 110 mm. of 
Hg. The process of discontinuation of the in- 
fusion should be very gradual to avoid a danger- 
ous fall in systolic pressure. The treatment of L.V. 
failure (dyspnoea, etc.) in recent coronary throm- 
bosis is to follow the same lines except that digitalis 
and phlebotomy are contraindicated. Mild signs 
of failure in the form of slight basal congestion, 
are quite common and do not require active treat- 
ment, responding well to pethidine or as days pass, 
congestion disappears. But if dyspnoea is marked 
with more than min:mal deg:ee of congestion, 
oxygen in high concentration and aminophylline 
are indicated. If the B.P. is low, aminophylline 
with procaine should be given I.M. but if the B.P. 
is not low, I.V. aminophylline diluted with glu- 
cose can be safely given slowly. Atropine is of 
very little value in pulmonary congestion of L.V. 
failure but it is a useful drug in early stages of 
coronary thrombosis when along with fall of B.P. 
there is also in some cases marked bradycardia 
giving rise to syncopal state due to vagal effect, 
when it must be injected. Routine anticoagulant 
treatment in every case of coronary thrombosis is 
not necessary. All those with myocardial injury 
pattern or acute coronary insufficiency without 
transmural infarct are treated without anticoagu- 
lants, mainly with coronary dilators, but those 
with transmural infarct, in my opinion, should be 
given anticoagulant treatment. Frequently recur- 
ring anginal pains at rest, without ECG evidence 
of infarct and resistant to usual treatment, should 
be treated with anticoagulants to prevent coronary 
thrombosis. 


SYNCOPE 


It means transient loss of consciousness of 
sudden onset due to inadequacy of cerebral blood 
flow. The causes are many, viz., cardiac, vaso- 
vagal, cerebral+and anoxic, but the commonest 
cause is vasovagal or vasomotor syncope. ° 

CarpiAc: Stokes-Adams’ syndrome with ven- 
tricular asystole is commonest in this group, 


though there are other causes like aortic stenosis, 
paroxysmal tachycardia, massive pulmonary em- 
bolism, cardiac tamponade, and ball valve throm- 
bus. Stokes-Adams’ fit more often occurs when 
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the partial A.V. block increases in degree with 
marked slowing of cardiac rate or brings about 
transient complete blockage ; but rarely in com- 
plete heart block with established idioventricular 
rhythm. It lasts for a few seconds and the patient 
looks as if dead, i.e., he collapses and lies limp 
and pulseless, with pupils fixed and dilated and 
in slightly prolonged attacks there may be con- 
vulsions. Remember that the duration of attacks 
is a few seconds and if ventricular asystole con- 
tinues for more than 2-3 minutes, recovery is un- 
likely. It is fortunate that these patients quite often 
come out of these attacks in a few seconds with 
resumption of ventricular beating and return of 
consciousness. Adrenaline % to | c.c. of 1: 1000 
solution should be immediately injected and this 
drug may have to be repeated fairly frequently to 
prevent the recurrence of attacks. If ventricular 
asystole is prolonged, adrenaline O'1 to 0'5 c.c. 
should be injected intracardiac, though usually un- 
succe;sful. Ephedvine gr. % is good for preven- 
tion but not as good as adrenaline. Adrenaline in 
oil (2 mg. in 1 c.c.) may be used to reduce the 
frequency of injections. 

VasomoTor: Vasomotor syncope is the com- 
mon simple psychogenic faint which is precipitated 
by fright, pain, severe emotional disturbance, sight 
of blood, ete. Premonitory symptoms such as 
nausea, sweating or light-headedness usually. 
precede the attack, which occurs only if the 
patient is standing. The emotional disturbance 
gives rise to a powerful autonomic discharge, 
sudden depression of vasomotor centres along with 
cholinergic manifestations giving rise to gross 
vasodilatation in muscles and splanchnic bed, but 
not in the skin which is pale and cold, with 
collapse of peripheral resistance and rapid fall of 
B.P. which ultimately brings about inadequate 
cerebral blood flow and loss of consciousness. The 
best measure is to lay the patient down with his 
head lower than the feet and, if at all necessary, 
inject adrenaline, atropine, etc. Reassurance after 
the patient regains consciousness is important in 
consolidating recovery, and the patient should be 
told that there is no danger to life in such attacks, 
and if at all it recurs, it should be warded off 
by lying down when warning symptoms appear. 

Carotip Sinus: Syncope is brought about 
either by reflex cardiac standstill or gross fall of 
B.P. The diagnostic criteria are: (1) No premoni- 
tory signs ; (2) Attacks are reproducible by carotid 
sinus stimulation ; (3) Attacks should not occur 
after the administration of adequate doses of 
atropine or ephedrine, i.e., doses large enough to 
prevent the bradycardia on manual carotid sinus 
stimulation. The patient should be tested when 
recumbent and pressure should not last more than 
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a few seconds. The causes are hypersensitivity of 
carotid sinus or 4 mass pressing upon carotid sinus. 
In resistant cases excision of sinus nerves— 
denervation of carotid sinus has been carried out 
with success. 

HYSTERICAL : Hyperventilation — hysterical 
dyspnoea—brings about CO, washout (CO, helps 
to maintain an adequate degree of cerebral vaso- 
dilatation) which gives rise to cerebral vasocon- 
striction and dizziness. Absence of premonitory 
symptoms, no change in B.P. or pulse, uncon- 
sciousness for varying periods from a few seconds 
to hours and other associated hysterical manifesta- 
tions, give a clue to diagnosis. The treatment is 
psychiatric. 


TACHYCARDIAS 


AURICULAR FIBRILLATION : It is mitral stenosis. 
Supervention of auricular fibrillation gives rise to 
marked tachycardia associated with signs of pul- 
monary congestion or even oedema ; the best treat- 
ment in such a situation is immediate I. V. digita- 
lisation. 

PAROXYSMAL TACHYCARDIA: Palpitation is the 
commonest complaint, but patients may complain 
of precordial pain, syncope, vertigo or they may 
be in a state of shock or cardiac failure. 

Supraventricular paroxysmal tachycardia—It is 
not uncommon. As this is met with in patients 
having no organic heart disease and as the patients 
often come in between the attacks of palpitation, 
not infrequently they are diagnosed and missed as 
neurotic tachycardia or flatulent dyspepsia respon- 
sible for palpitation. During an attack, the cardiac 
rate, pulse rate, onsets, offsets and B.P. should be 
noted. Cardiac rate of more than 160 and com- 
monly round about 180 to 200 which is totally 
regular with equal intensity of heart sounds, sudden 
onset and sudden termination of an attack in a 
young patient without an organic heart disease, is 
more often supraventricular paroxysmal tachy- 
cardia. ECG should always be taken at least once 
during an attack of tachycardia. It not only de- 
cides the diagnosis of paroxysmal tachycardia but 
also its variety. Though supraventricular paroxys- 
mal tachycardia is a functional disorder commonly 
met with in normal hearts, it does not mean that 
this type of tachycardia may not be a complication 
of organic heart disease like mitral, congenital or 
coronary heart disease. Treatment in order of pre- 
ference during an attack is carotid sinus stimula- 
tion or ocular pressure Ist on the right, then on 
the left side, but never simultaneously on both 
sides, lest it may give cardiac standstill and death, 
prostigmine % to 1 mg., procainamide hydro- 
chloride I.M. (0°5 to 1 g.), digitalis I.V. and quini- 
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dine orally. Carotid sinus stimulation may be 
effective after administration of prostigmine or 
digitalis where it was initially ineffective. 

Ventricular Paroxysmal Tachycardia—It is 
usually superimposed over an organic heart disease, 
especialiy following recent myocardial infarction. 
Being superimposed on a diseased heart, it brings 
about rapid cardiac failure. Immediate admini- 
stration of quinidine or procainamide hydrochloride 
is indicated. Quinidine should be preferably given 
orally, dose gr. 6, 2 hourly till 5 to 6 doses, or 
less if conversion to normal rhythm occurs earlier. 
After conversion to normal rhythm, maintenance 
dose of gr. 4% 4 times a day, reducing and in- 
creasing by trial and error till the minimum neces- 
sary dose is found to prevent ventricular paroxys- 
mal tachycardia. Quinidine may be given I.M. 
if a patient is in a shock state or congestive cardiac 
failure. Procainamide hydrochloride is another 
good drug very useful in the treatment of this 
disorder. It should be given I.M. 0°5 to 1 g. 
which may be repeated after 1 to 2 hours if it 
has not restored to normal the sinus rhythm. Intra- 
venous administration should be avoided in view of 
its hypotensive effect, except in an occasional case 
when very rapid effect is desired, and then also 
very slowly 100 mg. within 2 to 3 minutes, and 
not more than 1! g. and that too under ECG control. 
Procainamide hydrochloride orally 0°25 to 0°5 g. 
four times a day should be given to prevent re- 
currence of paroxysmal tachycardia. 


AURICULAR FLUTTER: ‘It is very rare and digi- 
talis is the drug of choice for emergency treatment. 


OTHER CONDITIONS 


PULMONARY EMBOLISM: The common clinical 
conditions in which pulmonary embolism occurs 
are phlebothrombosis of deep leg veins in chronic 
congestive cardiac failure, postoperative especially 
following abdominal operations, and occasionally 
in myocardial infarct with septal involvement from 
mural thrombus on the right wall of the septum. 
A number of sudden or rapid deaths due to pulmo- 
nary embolism in patients suffering from chronic 
congestive cardiac failure, especially following 
mitral stenosis with or without auricular fibrilla- 
tion, can be prevented by routine anticoagulant 
treatment till the patient improves from congestive 
cardiac failure. The symptoms may be mild or 
overwhelming, consisting of acute dyspnoea, pain, 
shock, cyanosis, restlessness and sweating. Pain 
may be substernal or on the side of the chest. 
Pain may not be a prominent feature or even may 
be absent, and dyspnoea with restlessness may be 
out of proportion to the clinical signs in the lungs. 
Other symptoms and signs are haemoptysis, fever, 
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pleural rub or signs of localised consolidation and 
signs of phlebothrombosis in leg veins in the form 
of swelling, tenderness and pain on flexion of the 
foot. Tachycardia, up to 140 to 150 per minute 
is quite common and makes one think whether it 
is not some rhythmic disorder which may be 
responsible for dyspnoea and other acute symptoms 
and may mislead one. ECG in a few cases gives 
supporting evidence in the form of right ventri- 
cular dilatation and strain pattern or may show a 
pattern of acute coronary insufficiency. 

Treatment—Morphia or pethidine to allay rest- 
lessness, atropine to reduce vagal effect which 
brings about vasoconstriction of pulmonary and 
coronary vessels, oxygen in high concentration to 
counteract anoxaemia and the most important of 
all, immediate anticoagulant treatment in the 
form of heparin I.V. 10,000 to 15,000 units, re- 
peated 6 hourly for the first 24 hours, and at the 
same time dicoumarol or tromexan orally, under 
clotting and prothrombin time controls. 

HYPERTENSIVE ENCEPHALOPATHY: The symp- 
toms mainly depend upon cerebral oedema and 
angiospasm, giving rise to increased intracranial 
tension and cerebral ischaemia. There may be 
prodromal symptoms in the form of severe and 
constant headache, nausea, vomiting and increased 
apathy or somnolence. Pallor of the skin prior to 
the attack is striking. Following these prodromes 
or suddenly without warning, the patient gets 
convulsions and becomes unconscious. Transitory 
paralysis, aphasia or amaurosis may occur from 
which the patient recovers without residual de- 
fects. There is always marked or extreme hyper- 
tension. 

Treatment—Effective antihypertensive drugs 
have brought about an important change in the 
outlook and treatment of hypertensive crises. 
Hexamethonium bromide should be immediately 
injected to lower the blood pressure. They may 
be given initially intravenously and subsequently 
intramuscularly at frequent intervals about 3 to 4 
times a day. A close watch on blood pressure level 
is essential, lest marked hypotension, with resultant 
danger of vascular complications like cerebral or 
coronary thrombosis, may occur. The second most 
important measure is venesection, letting out 
about 400 to 500 c.c. of blood. This quickly 
brings about amelioration of symptoms, notably 
convulsions. Other measures like mag. sulph. in- 
jections, hypertonic sucrose or glucose and lumbar 
puncture are sometimes useful, but they are no 
comparison to the above. Injectable bartiturates 
are useful in controlling convulsions. 

PERIPHERAL EmponisM: This is characterised 
by acute and excruciating pain; blanching of affect- 
ed area, coldness of extremities, absence of .arte- 


REPLACEMENT FLUID THERAPY—PUTTAIYA 


rial pulsations, loss of sensations and eventually 
gangrene. 

Opiates to relieve pain, anticoagulants to pre- 
vent enlargement of the embolus by local throm- 
bosis, antispasmodics like papaverine, etc., and 
paravertebral sympathetic block to promote the 
collateral circulation and relieve associated arte- 
rial spasm are the medical measures to be em- 
ployed ; but embolectomy is the most important 
single measure and no time should be lost, as the 
operation is likely fo be successful only if per- 
formed within twelve hours of the occurrence of 
embolism. 


SPECIAL ARTICLE 


REPLACEMENT FLUID THERAPY 
—RECENT TRENDS 


MIRLE PUTTAIYA, 


District Medical Officer, 
Chickmagalur P.O., Mysore State. 


An increasing knowledge of the chemical com- 
position of body fluids during recent years has 
brought with it a greater awareness of the im- 
portance of restoring normal water and electrolyte 
balance in the body of persons who are suffering 
from the effects of their loss as a result of disease 
or as a postoperative complication. The use of the 
flame photometer for rapid and reliable estimation 
of Na* and K* concentrations in the body fluids 
have made practical the rational replacement of 
water and electrolytes in states of depletion. 

Basic physiological considerations—Clinical 
state of dehydration, may result from loss of water 
or water and electrolytes from the body. ‘The 
body is composed of two major compartments in 
which are lodged the body fluids. These are the 
intracellular and the extracellular compartments. 
The extracellular compartment is subdivided into 
the interstitial and the intravascular portions. The 
body attempts to maintain a state of equilibrium in 
the composition of .its structures both solutes and 
fluid. It involves among. other things the shifting 
of body water between the intracellular, interstitial 
and intravascular compartments. This may result 
in alterations in the concentrations of the numerous 
solutes. 

Body water is derived either exogenously by 
ingestion or endogenously from oxidation, the latter 
amounting to about 350 c.c. daily. Excretion of 
water constantly occurs through the skin, lungs, 
gastrointestinal tract and kidneys. Besides these 
organs hypothalamus, pituitary and adrenals are 
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active in the control of body water levels. Though 
so many organs are concerned in the metabolism 
of water, the kidney is the most impurtant organ 
in the maintenance of both salt and water balance, 
and the pH value of blood. A man weighing 11 
stones contains 40 to 50 litres of water and 175 
g. of NaCl. The water is distributed in the 
three compartments referred to i.e., intracellular, 
interstitial and intravascular in the following pro- 
portions respectively i.e., 40 to 50 per cent of body 
weight or 35 litres in the first, 12 to 18 per cent 
or if litres in the second and 4 to 5 per cent or 3 
litres in the third. Sodium on the other hand is 
distributed as follows, % in the extracellular 
fluids and ™% in the rest of the body as alimentary 
secretion, sweat, urine and in muscles and bones. 
Very little is found in the cells. 

The composition of the interstitial and intra- 
vascular fluids is identical except that the latter 
contains proteins. There is a very small difference 
in the electrolytic concentration between plasma 
and interstitial fluid, due to the so-called Gibbs- 
Donnen effect, which does not influence treatment. 
The conception of the continuity of the extra- 
cellular fluid is vital to the understanding of this 
subject. It must also be remembered that there 
is a constant to and fro filtration of fluid between 
the intravascular and interstitial compartments. 
The hydrostatic pressure at the arterial end of the 


capillary causes ejection of fluid and the osmotic 
pressure exerted by the plasma protein causes an 
indrawing of an equal volume of fluid at the 
venous end. The volume of the oscillating filtrate 


is of the order of hundteds of litres daily. This 
to and fro movement of fluids between the intra- 
vascular and interstitial compartments facilitates 
exchange of substances and also ensures a con- 
stancy of environment for the cells. The compo- 
sitions of the intracellular (I.C.F.) and the extra- 
cellular (E.C.F.) are different. The E.C.F. has 
‘*Na’”’ for its chief kation and ‘‘Cl’’ for its prin- 
cipal anion with the ions of K, Ca, Mg, HCO,, 
HPO,, SO, relegated to a second place, the 1.C.F. 
has ‘‘K’’ with ‘‘protein’’ and ‘““HPO,”’ as the prin- 
cipal kations and anions respectively while ‘‘Mg’’, 
“HCO,” and “‘SO,”’ are secondary in importance. 
The distribution of water between cellular and 
tissue fluids is determined by their relative osmotic 
pressures. The cell membranes are freely per- 
meable to water and any osmotic imbalance 
between the cellular and tissue fluids results in 
either water being sucked out or forced into the 
cells. The capillary membrane is also permeable 
to water and electrolytes of the E.C.F. but con- 
fines the protein molecules within the vascular 
compartment. The cell membrane is relatively im- 
permeable to the chief electrolyte ions—a concep- 
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tion which is now questioned. ‘Ion’ movements 
must be such as to maintain ‘electrical neutrality’ 
as well as ‘osmotic equilibrium’. There can there- 
fore; be po redistribution of negatively charged 
‘anions’ without a corresponding redistribution of 
the positively charged. *kations’, for example, the 
plasma contains more proteins and so more anions 
when compared with the interstitial fluid and so 
contains an extra amount of kations i.e., Na, K 
and Mg to neutralise the anions. 

Physiological concepts of dehydration—De- 
hydration though literally meaning loss of water 
from the body biologically means loss of electro- 
lytes in addition to water as when it is used in con- 
nection with loss of water secondary to depletion 
of electrolytes. Dehydration is called primary 
when there is inadequate exogenous supply of 
water. It is termed secondary dehydration when 
there is diminished intake of salt or abnormal loss 
in sweat, or through alimentary secretions as in 
vomiting or diarrhoea or discharge from fistulae or 
postoperative gastric lavage. In primary dehydra- 
tion it is simply a loss of \intracellular water 
whereas in secondary dehydration the volume of 
E.C.F. drops because kidney excretes water in 
the attempt to maintain extracellular isotonicity. 
The reduction of fluid in the intravascular and 
interstitial compartments is equal in primary de- 
hydration and unequal in secondary type being 
greater in the tissue fluids than in plasma. 

Even as recently as 1947 the degree of dehydra- 
tion was expressed in terms of the departure from 
normal of the concentrations of NaCl in blood and 
urine and tests like Fantus’s or its modifications 
were devised for assessing the NaCl deficit and 
therapy instituted in terms of this deficit. This 
procedure would be accurate only as long as the 
loss of N* kept parallel with that of Cl- and the 
decrease in NaCl concentration in urine reflected 
a simple relationship to that of the blood. ‘This 
state of affairs would happen in conditions like 
heat effects of the tropics or the dehydration of 
fevers where the composition of fluid lost i.e., 
sweat, was merely water and salt and replacement 
with parenteral saline would be rational. But 
when Nat or Cl- ions were in excess of each 
other in the fluid lost as in vomiting or diarrhoea 
kidney would adopt differential excretion of N* 
and Cl- in its attempt to conserve Na* and correct 
the acid-base upset that would result from the loss 
of body fluids and so estimation of the concen- 
trations of NaCl in blood or urine would not give 
an accurate idea of the electrolyte Nat loss. It 
will be seen that N* comprises 93 per cent of the 
kations and 50 per cent of the ionic concentration 
of plasma and so of E.C.F. Therefore Na* con- 
centration of the plasma is the key to the diag- 
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nosis of disordered ionic structure of the E.C.F. 
and so to rational replacement or maintenance 
therapy. Another important reason as to why Nat 
should be considered as the most important eleetro- 
lyte is that there is no substitute for this whereas 
any lack of Cl- can be replaced by HCO,~ ions 
which are always freely available from tissue meta- 
bolism. Knowledge of plasma or urinary chloride 
hardly gives any valuable information as to the 
osmotic status of a patient’s E.C.F. and accent 
has shifted during recent years from éstimation 
of blood and urinary_chlorides to estimation of N* 
and K*+ concentrations in blood and urine and 
sometimes of the CO, combining power of the 
plasma and concentrations of protein in plasma 
and urine. 

Estimation of deficit—It is necessary first to 
estimate the deficit of the electrolytes Na+ and K* 
and sometimes of HCO,~ and Cl~ and then choose 
a suitable solution to effect replacement. To do 
this it is more advantageous to express the electro- 
lyte concentrations of blood and urine in terms 
of ‘‘milli-equivalent-per-litre’’ rather than as 
“milligrammes per 100. as this procedure 
gives an idea of the ionic concentration of the solu- 
tion as well as its pH state. 

An ideal method to calculate the deficit would 
be to collect all fluids discharged out of the body 
for 24 hotirs such as the vomit, motions, and urine, 
and estimate the amount of water and electrolytes 
particularly Na,+ K+ and Cl~ lost and add on 
to it 800 to 1000 c.c. of water to make up for the 
insensible loss of water through perspiration and 
respiration and make good this loss by a ‘“‘tailor- 
made”’ solution. But this is next to impossible 
and so indirect methods of estimation of the deficit 
shall have to be adopted. 

The indirect method is based upon the recog- 
nition of the following facts, First dehydration 
essentially affects the E.C.F. if it is presumed that 
pure water depletion is rare and the common con- 
dition which occurs is mixed depletion of water 
and electrolytes. Nat ion forming as it does 93 
per cent of the kations 50 per cent of the ionic 
concentration of plasma is the key to the dis- 
ordered ionic structure of the E.C.F. and estima- 
tion of Nat deficit in the blood gives a reliable 
approximate of the amount of electrolyte deple- 
tion. Whenever possible it is paying to estimate 
Cl-, K+ and HCO,~ concentrations. Blood urea 
estimation and determination of plasma protein 
level are often necessary though not so very 
essential as the estimation of serum Na* and Kt 
concentrations. Since Na* is mostly in the E.C.F., 
Na?* deficit is equal to fall in serum Nat level mul- 
tiplied by E.C.F. volume. The effective volume of 
distribution of injected N+ approximates the total 
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body water rather than’ the E.C.F. (Black, 1953). 
Assuming 40 litres as the volume of total body 
water in a man weighing 154 lbs. or 70 kg. and 
140 m Eq/1 as the normal serum Na level then 
the amount of Na deficit = Na) 
tonic saline in litres since isotonic saline also con- 
tains 140 m Eq/1 of Nat. It is necessary to re- 
member here that mere presence of a low serum 
Na* does not indicate a condition of dehydration 
as conditions like “sodium paradox’’ (Moore, 
1954) or ‘‘hypotonic syndromes’’ show a low serum 
Na* without a clinical state of dehydration. 
Having calculated the Na* requirements in the 
way outlined above, the water deficit could be 
determined by adding on 800 c.c. of water to make 
up for insensible loss through sweat and expira- 
tion to the measured amount of finids lost through 
the body as vomit, urine, aspirated fluids and 
motions. All the data necessary for rational re- 
placement therapy are now available. When it is 
not possible to determine Na* concentration the 
sum of Cl- and HCO,~ concentration gives a fair 
approximate of Nat concentration as these are the 
two main anions which neutralise the chief kation 
Nat. The clinical assessment of Na* depletion is 
based not merely on the chemical analysis but also 
on the history as through what channel or channels 
body fluids are lost and examination of the patient 
for signs of dehydration and peripheral vascular 
failure. It has been found that if the serum Na* 
level is 125 m Eq/1 and is associated with a physi- 
cal state of dehydration there is definite Na* 
depletion which calls for immediate rej lacement 
therapy. 

The next step in the problem is the choice of 
the replacement solution, the quantity to be ad- 
ministered and the rate and route of administra- 
tion. The problem is very simple if it is a case of 
simple water depletion which is typically charac- 
terised by the protective phenomenon of thirst, 
absence of orthostatic fainting, normal plasma 
chloride and viscosity of blood and which needs 
merely supply of adequate water if it can be taken 
orally or as 5 per cent glucose solution if it can be 
given intravenously since glucose solution has no 
osmotic significance as it is very soon burnt up 
by the tissues. It is important to remember that 
administration of water or parenteral glucose is not 
such a harmless procedure as it appears to be 
at the first sight. It is possible to poison a patient 
with water when its administration is carried to 
excess as it will cause water intoxication, coma and 
death. The amount to be administered depends 
upon the degree of dehydration. If for some 
reason water cannot be administered by mouth it 
may be introduced by a rectal drip or by LV. 
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injection. When it is decided to give intravenously 
a 5 per cent dextrose solution should be given as 
a drip at a rate not more than 40 drops and a quan- 
tity of not more than a litre every 4 hours to 
prevent the kidneys from being overloaded or the 
onset of pulmonary oedema. Mixed depletions of 
water and electrolytes as already mentioned are 
more common than pure water depletion. 

In mixed depletions the choice of the solution 
depends upon the relative amounts of Nat and 
water deficits. The total Na* content in the E.C.F. 
in a person ordinarily weighing 154 lbs. is about 
1800 to 3000 mEq/l where Nat concentration is 
138 to 143 mEq/l. The degree of Nat depletion 
depends upon the channel through which the body 
fluid is lost. For among the various secretions such 
as sweat, gastric secretions, intestinal, biliary and 
pancreatic secretions, insensible sweat is practi- 
cally water, sensible sweat a hypotonic saline, 
while bile and jejunal juice have almost the same 
composition ac the tissue fluid and the gastric 
juice at one end and the ileal juice at the other 
have either Cl- in excess of Na* or the reverse 
respectively. If the fluid lost is through sweat as 
in heat effects isotonic saline would be a suitable 
replacement fluid. But if the channel of loss is 
through vomit more Cl~ is lost than Na* leading 
to hypochloraemic alkalosis while if diarrhoea is 
the cause of fluid loss the reverse state of hypo- 
chloraemic acidosis results. Naturally replacement 
fluids shall have to be different from isotonic saline 
in these two extreme states. Hurwitz et al 
(1952) in U.S.A. have described two ready-prepared 
solutions G & D which provide volume for volume 
replacement of losses through suction or drainage, 
the one for losses such as would predominate in a 
patient with an obstructing duodenal lesion and 
the other for losses from the small intestine as in 
ileostomy. 

The composition of solution G for replacement 
of gastric fluid losses is as follows: 


G./litre or mEq/1 
Sodium chloride 
Potassium chloride 
Ammonium chloride ... 
Dextrose U.S.P. 


The composition of solution D for replacement 
of duodenal fluid losses is as follows : 


G./litre or mEq/1 
Sodium chloride 88 
Potassium chloride ... 9 12 
Sodium lactate 50 
Dextrose U.S.P. . -100 Nil 


| These solutions should be given if only the 
kidneys’ are functioning normally. It will be seen 
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that both solutions provide for some K* which is a 
very essential part of treatment in Nat depletion, 
a point which will be elaborated later. These 
infusions are to be administrated as a drip through 
polyethelene tube which permit the patients some 
movement and enable the tubes to be retained for 
a week or more by keeping them flushed every 
four hours with a few cubic centimeters of isotonic 
saline containing 5 mg. heparin: 

In acute Nat depletion a Na* deficit of 500 
mEq/l of Nat is found and this, according to 
Black (1953), could be corrected by giving 3 litres 
of N saline. The first litre of saline is given in 
one hour. This restores the kidneys to act selec- 
tively excreting a higher portion of Cl~ than Nat. 
This amount of saline could be given without 
giving rise to acidosis. But if the Na* depletion 
is complicated by metabolic acidosis as in diabetic 
coma it is better to give one litre in three of 1/6th 
molar sodium lactate instead of N saline. In 
chronic Nat depletion very large quantities of 
NaCl shall have to be given which may cause 
acidosis. There will also be concomitant K* 
depletion, which may be intensified by massive 
Nat infusion. This type of depletion is found in 
prolonged loss of gastric, pancreatic or intestinal 
secretions. The Nat deficit in these individuals 
is of the order of 1000 mEq/l of Na+ and above 
and loss of 8 to 9 litres in a few days is not un- 
common in severe diarrhoea and paralytic ileus. 
In severely dehydrated person the total water and 
electrolyte depletion comes to about 12 litres of 
N-saline and 2 litres of 5 per cent glucose and this 
is a very large amount to be given daily. Black 
(1953) recommends the use of hypertonic saline of 
5 to 10 per cent strength to replace the Nat deficit 
and to feed water by mouth to make good the 
water deficit and has quoted a number of cases 
where this procedure did not meet with any 
adverse effects. If the water deficit is greater than 
that of Na then N saline is given until chloride 
appears in the urine as the Na deficit should be 
made up as quickly as possible and then a 0°54 per 
cent saline with 2 per cent glucose is administered 
4s a maintenance solution. In children when 
giving saline parenterally particular care should 
be taken to give a N/4 solution and that also not 
too long as their kidneys cannot execute freely 
NaCl. Care should be taken when giving hypo- 
tonic saline that overhydration is caused by ad- 
ministration of a quantity beyond the needs of the 
patient. Overhydration can be clinically recog- 
nised by oedema, renal impairment, paralytic ileus 
and even coma. In a difficult case the water 
balance can be assessed by weighing the patient 
since changes in weight over short periods almost 
entirely depend upon changes in body water con- 
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tent and water loss is equal to weight loss. Loss 
of 2 to 3 Kg. in a day therefore indicates a loss of 
2000 to 3000 c.c. of water. The use of M/6 Na- 
lactate solution should be adopted in dehydration 
due to loss of upper small intestinal contents such 
as bile, pancreatic fluid and jejunal fluids as use 
of NaCl solution will aggravate the hyperchlorae- 
mic acidosis. M/6 Na-lactate should be used till 
the plasma bicarbonate level is near the lower 
limit. The requirement of M/6 Na-lactate solu- 
tion is calculated by the following data. 42 c.c. 
of M/6 Na-lactate per Kg. body weight raises the 
plasma bi-carb by 1 mEq/l. M/6 Na-lactate 


solution is the solution of choice if plasma bi-carb 
level falls below 16 mEq/1 (Merivale, 1953). 

The following table gives the composition of 
some commonly used replacement solutions. 


Name of solution 


(i) Normal .saline 
(ii) 0-54 saline with 2 per 
glucose 
(iii) M/6 Na-lactate 
(iv) Hartmann’s solution 
besides which it has 25 m Eq/! of Cat. 


K+ depletion. Though Nat* is the key to the 
ionic concentration of the E.C.F. and Nat deple- 
tion is about the commonest disorder, it has been 
shown that K* is essential for health and K* defi- 
ciency is frequently met with particularly in severe- 
ly ill patients and in the immediate post-operative 
period. If the K concentration is below 3°0 mEq/1 
significant clinical and electracardiographic 
evidence of K* deficiency is present. Loss of 
gastrointestinal fluids accompanied by absent or 
low food intake contributes mostly to the low K* 
concentration. In postoperative cases three factors 
which invariably are followed by hypopotassaemia 
are loss of gastrointestinal fluids by suction, I.V. 
administration of fluids containing little or no K* 
and no oral intake of food. K* unlike Nat is not 
a threshold substance. Appreciable amounts of 
K*+ are excreted in the urine even when the plasma 
K+ is low. However striking the clinical signs 
of deficiency may be their recognition chiefly 
depends upon the knowledge of circumstances 
under which hypopotassaemia occurs. Weakness, 
lassitude and lethargy with abdominal distension 
due to ileus are the common symptoms and there 
may be associated hypochloremic alkalosis and the 
E.C.G. curve is typical with flattening of T waves 
and prolongation of QT interval. Treatment is 
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replacement of deficient electrolyte, oral adminis- 
tration has been reported to be the best since this 
practically eliminates the risk of K*-toxicity. The 
dose given is 9 to 12 g. of KCI daily in divided 
doses and it has been found 30 mEq/l! per day 
is usually adequate when for some reason oral 
replacement therapy is not possible. A patient 
with K* deficiency should be restored to normal 
water balance with proper fluids before Kt is 
administered with usually a litre or two of NaCl 
and one or two days should be allowed to elapse 
for the renal function to be re-established, after 
operation, before administering K. 


SUMMARY 


Dehydration is rather an ambiguous term and 
means not merely depletion of water but more 
often water and electrolytes. Na* forms major 
part of E.C.F. and controls the osmotic equili- 
brium between plasma and intestinal fluid. As 
Nat concentration is the key to the disordered 
ionic structure of E.C.F. it is necessary to estimate 
the Na* deficit for instituting rational replacement 
therapy. The practice of estimating the serum 
chloride or urinary chloride for determining the 
state of dehydration is not correct. To facilitate 
accurate determination of Nat deficit it is more 
advantageous to express the values in terms of 
mEq/l as with this method of expression not 
only a correct idea of the osmotic condition is 
obtained but also the pH state of the solution can 
be understood, which is important, as states of 
dehydration are usually associated with acid-base 
upset. Regarding treatment normal saline is 
advised in the initial stages till reappearance of 
chloride in urine, the quantity depending upon 
the weight lost and a 0°54 saline with 2 per cent 
dextrose as a maintenance therapy. The danger 
of overhydration with hypotonic saline therapy is 
stressed. In differential excretion of Na* and Cl- 
with resulting hypochloremic acidosis or in severe 
acid-base upsets as in diabetic coma, Na* deficit 
is made up by giving M/6 Na-lactate solution and 
what quantity to be given is also indicated by a 
formula. In low Nat syndromes it has been 
shown how replacement therapy is not indicated 
in Nat paradox and contra-indicated in water 
intoxication. Hypopotassaemia, when it occurs 
and what symptoms are associated with it and 
method of treatment are briefly indicated. 
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SPECIAL ARTICLE 


.PREVENTIVE MEDICINE AS A MAJOR 
FUNCTION OF THE HOSPITALT 


P. M. SANGANI, 
Bombay. 
Health protection means providing conditions 
for a normal mental and physical functioning of 


the human being. It includes promotion of health, 
the prevention of sickness. It is well recognised 


that health services far from constituting an isolat-. 


ed field of activity are intimately related to the 
social and economic problem. 

The hospital and the health organisations are 
the organisations created to safeguard the com- 
munity. As we consider the responsibilities of the 
health departments and the hospitals, we see that 
the health department is to protect the health of 
the individual and both the health department and 
the hospital have a profound interest in preventive 
medicine. 

A hundred years ago and even to-day the 
health department was and is mainly concerned 
with the supervision of water, food supply 
and sewage disposal of a community. In short, it 
may be considered as the sum total of the factors, 
which combine to prevent the development of a 
disease and to avoid the recurrence of the disease 
in individuals who have recovered from it. 


A hospital is 2 place where sick people can be 
examined and treated, cured and if necessary re- 
habilitated ; it is thus a centre for curative and 
rehabilitative medicine. Preventive medicine and 
hospital medicine appear at first sight, to have little 
in common. But this is far from true. In dealing 
with preventive medicine and the hospital we are 
in fact studying and defining the relationship which 
should exist between preventive and curative 
medicine. To-day we see, the health departmeits 
aggtessively working for the control of the 
diseases. There has been a paralle] development 
in hospital field. Not long ago, hospitals were 
considered pest houses where patients went to die. 
The hospitals were little more than ante rooms to 
the morgue, and few persons, once admitted, lived 
to leave. To-day the hospital has been mira- 
culously converted. The modern hospital is a 
wonder to behold. To-day people enter a hospital 
to live and to bring back new life safely into the 
world. 


+Read at the Eighth International Hospital Con- 
gress. 


As we enumerate the functions of a health 
department, the responsibility of to-day’s hospital 
in public health becomes fairly obvious. While 
health departments may still shoulder the respon- 
sibility for the health, and the hospitals continue 
to look after the ailing individual member ; both 
have more and more begun to look beyond the 
narrow confines. 


The fact is that close co-relation between the 
preventive and- curative elements of the health 
programme seems the only logical solution ; for 
the relationship between these two kinds of acti- 
vities must vary according to the social and 
economic conditions, and may require different and 
changing emphasis. In rural areas, there is a 
tendency towards a combination of curative and 
preventive programme in a single unit, which 
leads to greater economy and higher efficiency. 
In densely populated community, on the other 
hand, there is a movement towards greater specia- 
lization and the separation. The working relation- 
ship of the two has become more intimate, which 
is as it should be. If the health department has 
to carry out its responsibilities in new fields, and 
if the hospital is to plan its needs for the future 
to care for increasing number of patients, the 
closest liaison is necessary. 


The responsibility of the hospital exists for 
the education of the medical and para-medical 
personnel, Considerable emphasis must be placed 
on the need for the education of the patient and 
his family, while he is being treated in the 
hospital. It is a relatively unexplored area that 
merits increasing attention. It is necessary to face 
the fact, however much it is to be deplored, that 
the medicine of to-day is primarily curative in 
outlook and that few doctors are interested in the 
prevention of the disease. 

By aiming at preventive tasks, in addition to 
curative ones, medicine has changed the function 
of the hospitals. The ultimate aim of the hospi- 
tals is no longer the treatment of the patients but 
rather the health and welfare of the citizens. We 
should then gradually reach the abolition of the 
hospitals as we know it. If we look back to last 
50 years, we will notice the change that has taken 
place in patients requiring hospitalization. We 
have witnessed a substantial decrease of certain 
infectious and epidemic diseases which up to some 
time were widespread, such as plague, small-pox, 
cholera, which have now more or less completely 
disappeared. Endemic diseases such as typhoid 
fever, malaria are now reduced. ‘Tuberculosis is 
regressing in all developed countries. On the 
other hand, patients suffering from heart diseases, 
cancer, nervous disorders and injuries. resulting 
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from accidents are on the increase. Everywhere 
the demand for beds for patients suffering from 
complaints of old age is becoming greater. 

The present incidence of disease with the 
massive and elaborate superstructure of medical 
care which it demands, is a shame upon modern 
civilization and a vote of censure on a responsible 
society. 

The past history of medical education and 
practice shows the academic blunder of divorce of 
preventive from clinical medicine and its forced 
marriage to public health. This mistake has now 
much to answer for. Through it, generations of 
doctors have been trained in belief that the preven- 
tive medicine is inseparably linked with special 
hospital for infectious fevers and -with the super- 
vision of water supplies and food stuffs. In recent 
years a welcome effort has been made to bring the 
preventive ideal back into clinical medicine under 
the new name of Social Medicine. But there are 
signs that once again this too is becuming a 
speciality. 

One of the major reasons for the importance 
attributed by public health specialist to preventive 
medicine in its relation to the hospital is the 
increasingly urgent problem of the building end 
maintenance costs of a modern hospital. ‘These 
costs are to-day reaching astronomical figures and 
are increasing at an alarming rate. The best treat- 
ment carried out in the best hospital can only have 
very little influence on the disappearance of any 
particular disease. Finally in the richest and most 
developed countries, and all the more so in the 
most underdeveloped countries, it is quite im- 
possible to treat all cases of illness in hospital by 
the most modern methods. This means that the 
function of the hospital must be not only to treat 
the patient but also to prevent recurrence of the 
disease. It must therefore be planned with a view 
to prevention as well as to treatment. The guid- 
ing principles of modern hospitals should be— 

(a) Patient care, (b) Medical education, (c) 
Research, (d) Rehabilitation, and (e) 
Prevention. 


Patient care—In actual fact, the first four basic 
functions of the hospital serve the purpose of 
preventive medicine ; the care of the patient and 
in particular the instructions, if at all he is given 
on returning home after his stay in the hospital, 
are designed not only to cure him but also to 
prevent the recurrence of his illness. The physi- 
cian and surgeon are in fact attempting practising 
preventive medicine. 

Medical education—This is a complex problem 
from the point of view of preventive medicine. It is 
essential to have an independent department. of 
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preventive and social medicine, responsible for 
initiating future doctors into problems which 
require the observation of the patient in his social 
and material surroundings. With this end in view 
the department of preventive and social medicine 
should use the area as laboratory for the study of 
health and sickness, applying the same rigorous 
standards as those governing the work of an 
analytical laboratory or a hospital ward. 

Laboratory research--Research carried out in 
hospital laboratories, whether clinical or scientific 
also has a definite though indirect effect on 
prevention. 

Rehabilitation—Rehabilitative medicine is 
closely linked with the preventive medicine, so 
that the patient is better able to resist recurrence 
of his illness and does not contract a new disease. 

Prevention—Preventive medicine ought to have 
a more definite place in the hospital world and 
should serve various well defined purposes 
through—(a) Out-patient department. (b) Follow 
up service. (c) Health education of the patient 
and his family. (d) Hospital social services. 

The out-patient department is playing an 
increasingly important part in the medical world 
of to-day. The hospital should have a particularly 
well equipped, well organised out-patient depart- 
ment. It serves as a link between the hospital and 
the general practitioner. It is the out-patient 
department, which indicates what action should be 
taken from the point of view of preventive or of 
social medicine. The up-to-date organisation of 
this department would certainly decrease hospital 
expenditure to a considerable extent by providing 
the best facilities for quick and accurate diagnosis. 
It should have such relations with the general 
practitioners that they are encouraged to parti- 
cipate in its work to learn from it the newer 
methods of early diagnosis and treatment and to 
feel that they can rely on its help to bring its 
services into the homes of their patients. Finally, 
they should send back practical information and 
suggestions about the techniques of patient care 
to hospital and here its voice should not be un- 
heeded. To fulfil these duties, the hospital must 
ensure that at all times its own outlook, methods 
and facilities are flexible enough to allow conti- 
nuous research and experiment into the improve- 
ment of the techniques of patient care. The doctor 
working in an out-patient department should not 
think his work is done when he has made a 
diagnosis and given treatment. He should keep in 
touch with the general practitioner, give him any 
indications he may require for the purpose of 
looking after the patient during the development . 
of the disease and of avoiding its recurrence once 
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the patient has recovered. This follow up service 
which includes the patient’s return after recovery, 
for periodical examinations is extremely important 
from, the preventive point of view. 

Many hospitals do not as yet possess these. It 
is not unusual to recognise the size and majesty 
of a hospital by the number of bedswt contains, the 
capital—and even the maintenance costs are 
assessed at so much per bed, the personne! is deter- 
mined as so many units per bed, and beds con- 
stitute the major service, sometimes almost the 
only one, which the hospital has to offer. 

Pat.ent’s family must aiso be given direct 
instructions regarding the precautions to be taken. 
_ Beyond any doubt the hospitals of future should 
be pianaed from the preventive as well as curative 
point of view. This incidentally would be to 
the economic advantage. Preventible or curable 
diseases, disability and premature death represent 
a social ‘waste’ which is equivalent to crores of 
rupees. But it is difficult to make the authorities 
see that a programme of preventive medicine is in 
fact a profitable investment. Such a programme 


however, must be integrated into an economic 


programme. 
Professor Winslow has rightly pointed out tliat 
poverty and disease form a vicious circle. 


People 
are sick because they are poor, they become poorer 
because they are sick and sicker because they are 
poorer. There is a cumulative process in opera- 
tion, continuously pressing the levels down, where 


one negative factor is at the same time both cause . 


and effect of all the other negative factors. 

The general relationship between poverty and 
diseases is illustrated by all health indices. Thus 
the life expectancy at birth in a small part of the 
world which can be characterised as developed is 
much longer than in the much larger part of the 
world which is underdeveloped. In the under- 
developed countries, large sections, sometimes 
even the majority of the population are suffering 
from illness which are almost entirely stamped out 
in more fortunate countries. 

It is a matter of grave uneasiness that in the 
recently so-called underdeveloped areas which 
include nearly two-thirds of the world population, 
the life expectancy was only 30 years, while in 
well developed countries it amounted to 63 years. 


ECONOMICS OF SICKNESS 


What is the quantitative effect of sickness on 
national economy and what burden of sickness can 
a nation tolerate economically. There is at present 
no real answer to these questions, for importance 
of cost of hospitalizations has obscured the im- 
portance of the wider issues; and though there 
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are frequent demands from the finance side for 
reduction in the cost of the service to the sick ; 
there is not much real knowledge as to whether 
these enforced savings are in the long view true 
economics or false ones. 

Hospital figures often show with satisfaction 
that so many people are being ill and that so many 
beds are kept so full, yet surely the proper aim of 
medical care should be to eliminate the hospital 
as we know it to-day. This social failure should 
be noted with grave anxiety rather than a success 
hailed with acclamation. 

Briefly the economic impact of sickness upon 
national productivity is immense, I would also 
call to your svymphathetic minds the burden of 
suffering which all this sickness entails to the 
patients and to those who care about them. It is 
easy enough perhaps too easy to say that a man 
or woman must be admitted to hospital; it is 
easier still to forget or perhaps never to realise 
what this sentence may mean to the patient in 
terms of the dislocation of his homelife, of fears 
for his dependents, of fears of the hospital and 
what may happen to him in it, of fears of loss of 
employment. A serious effort might be made not 
to bring patients into hospital for comparatively 
trivial reasons, for there is still room for a greater 
degree of co-operation between the hospital and 
the practitioners outside it, to the end that the 
services of the hospital can be brought more freely 
into the home. 

Hospitals have been working too long on a 
mechanical day to day programme of admission, 
treatment and discharge. The hospital should be 
a centre of education in a wider sense than that of 
the technological instruction of medical students 
and nurses. It must disseminate its knowledge 
freely. It should see how best it can teach the 
people who come within the influence, the simple 
tules of healthy living if need be, it should press 
the local and even the central authorities for 
measures to improve the conditions of life of the 
people where these are seen to be defective. 


Increase in 


Year 1956 
5 years 


Beds Year 1951 


Total No. of beds in 
our country ove 
Total No. of Hospi- 
tals eee 


1,06,478 100% 


2,062 2:4 


1,17,222 


2,014 


We have 1 bed for 3,155 persons of population 
or 0°32 bed per thousand as against 4°7 beds per 
thousand in U.K. and U.S.A. To reach required 
number of beds we will need about 138 years at 
the present rate, if we ignore increase in birth. 
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It would seem wiser that to recognise that beds 
on this scale are unattainable and to admit frankly 
that our traditional system of medical care is 
deficient in its primary equipment. 

It may wel! be that this country is not alone in 
facing this rather grim picture of the impact of 
economic pressure upon the traditional system of 
medical care ; there is perhaps no country which 
has sufficient beds to meet the real need of its 
population. The mechanical building of beds in 
increasing number for all time is not the real 
answer to the preblem of the control and diminu- 
tion of sickness and it may well be that sooner or 
later some radical revision of the current system 
of medical care, in cutlook and in tecliniques, will 
become inevitable. 

One great weakness in the present system of 
medical care is that it rests with the patient to 
make the first gross diagnosis of his illness. This 
is the barrier which will somehow have to be sur- 
mounted in the medicine of to-morrow. Much 
might be done by popular education in which the 
hospital must play the part ; a beginning has per- 
haps already been made along the right lines in 
mass radiography, in the local health services of 
schools and universities; factories and among tran- 
sport workers. 


CONCLUSIONS 


Medical profession would need to know much 
more about health than it does at present. 

As an immediate step a programme might be 
devised to realise the-importance of out-patients’ 
department to a level more comparable with the 
services accorded to in-patients, and some prin- 
ciple might be accepted to the effect that all general 
hospitals of 100 beds or more should offer most 
up-to-date out-patients’ services. The aim of the 
service would be directed to keep the patients out 
of the hospital beds as far as possible, in contact 
with their home life and even their normal occupa- 
tions. Such a service can only be attempted if the 
facilities for it are adequate both in area and in 
equipment. I do not believe that in these days 
any out-patient service can function properly unless 
it has direct and immediate linkage with the ancil- 
lary services of radio-diagnosis and pathology. 

Curative medical practice has been revolu- 
tionised, and its advance has been at a truly re- 
markable speed. It may be that in the excitement 
there has been too great an obsession with the 
search for curative panaceas and too much entrail- 
ment with the skills and techniques of the cruder 
reparative procedures, in comparison with which 
the unchartered field of the prevention of 
disease has seemed dull and uninspiring. But the 
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skills of patching of the sick are one part of the 
total responsibility which rests upon socicty for 
good health and well being of its members and 
the full investigation of the potentialities of pre- 
ventive medicine, applied not to the mass only, but 
to the individual cannot be avoided indefinitely 
without serious risk. 

Let there be a starting point of a renaissance 
of medical thought and experiment from which 
benefits may go to mankind greater even than those 
derived from discoveries of the last century. Good 
old saying ‘‘Prevention is better than Cure”’ still 
holds good. 


CASE NOTES 


A CASE OF ACUTE CHLORPROMAZINE 
HYDROCHLORIDE POISONING 


G, B. SINHA, & Lonp.) 
AND 


S. K. MITRA, B.sc., (CAL), 
Department of Medicine, Medical College Hospitals, 
Calcutta. 


A case of acute chlorpromazine hydrochloride poison- 
ing is reported here as to our knowledge no such case 
has yet been reported in medical literature. 


Case Report 


The patient, Miss S. S. G., aged 27 years, was 
admitted in the Medical College Hospitals at 12-50 
A.M. on 31-12-1954. Her relatives gave the history 
that she took 30 (thirty) tablets of chlorpromazine 
hydrochloride at 7-30 P.M. same evening. They 
further gave the information that the patient was 
suffering from chronic depressive psychosis and 
was being treated by electric shock-therapy for 
the last 4 months during which she was taking 
one tablet of chlorpromazine hydrochloride per day 
on the advice of her attending physician. 

On examination immediately after adinission 
the patient was found unconscious. Pupils—pin- 
point, not reacting to light nor to accommodation. 
Temperature 96°F ; Pulse—128 per minute, of low 
volume and tension ; Respiration 20 per minute, 
shallow. Extremities were cold and had a cyanotic 
hue. Ali tendon jerks were absent. Abdominal 
and plantar reflexes were absent. Blood pressure 
was 90/55 mm. of Hg. 

She was treated as follows: 

{1) Stomach wash was given with plain warm 


water once only immediately on admission. 
(2) Foot-end of the bed was raised. 
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(3) Patient was kept warm by blankets and 
hot water bags. 

(4) Methedrine sulphate 30 mg. was injected 
I.M. and repeated 8 hourly (3 doses only). 

(5) Strychnine hydrochlor gr. 1/60 hypo. 6 
hourly (4 doses). 

(6) Penicillin was administered as a prophy- 


lactic against pneumonia.. 


Patient responded very well and rapidly, on 
this line of treatment. On the following morning, 
she was conscious, answering questions to the 
point. Pupils—normal. Temperature—98°F. Pulse 
-—84 per minute. Respiration—normal in rate and 
depth. B.P.—110/70 mm. of Hg. 

She made an uneventful recovery from the 
effects of poisoning. 

Diet consisted of hot milk drinks only for 36 


hours. 


DISCUSSION 

Chlorpromazine hydrochloride is a new synthetic 
' phenothiazine derivative. Chemically it is closely re- 
lated to the anti-parkinsonism, anti-histaminic and anti- 
emetic drugs. It has marked pharmacological activity 
on both the autonomic and central nervous systems, with 
a powerful peripheral anti-adrenaline action. It de- 
presses the vomiting and heat-regulating centres. It has 
very little anti-histaminic activity.. It is reported that 
it enhances the effects of central depressants like hypno- 
tics, analgesics and anaesthetics. 

According to the published literature of the manufac- 
turers, the clinical possibilities are— 

(1) use as anti-emetic—pre-operative and post-ope- 
rative. 

(2) alternative form of pre-medication in anaesthe- 
sia. 

(3) to enhance and prolong the action of analgesics. 

(4) for treatment of intractable nausea and vomit- 
ing. 

(5) for treatment and management of mild psycho- 
neurosis. 

(6) for treatment and management of severe hyper- 
pyrexia. 

Recommended oral dose by the makers is 75-300 mg. 
per day divided into 3 doses. Our patients took 30 
tablets (30x25 mg.=750 mg.) in a single dose. 

As no case of acute poisoning has been reported yet, 
the signs of acute ‘poisoning’ based on animal studies, 
as listed in the literature, tally with the signs and symp- 
toms shown by this (human) case. The signs and 
symptoms are due to: (1) Acute hypotension, (2) Pro- 
found central nervous depression, and (3) Marked hypo- 
thermia. 

The result of the treatment as followed by us was 
good. 
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A CASE OF UNUSUAL FOREIGN BODY IN 
THE URINARY BLADDER IN A MALE 


MANUBHAI D. PATEL, ms. (soms.), 
Asst. Hony. Surgeon, S. 8. G. Hospital, Boroda. 


Many types of foreign bodies have found their way 
up the female urethra into the bladder.. Comparatively 
fewer cases of this type have been recorded in males. 
The recorded foreign bodies in both sexes include broken 
off catheters and bougies, chrochet hooks, sewing 
needles, slate pencils, lead pencils, straws, feathers, 
boot laces, strings, chewing gum, wax, tallow etc. 

The following is the case report of a male patient 
from whose bladder a neem (margosa) twig encrusted 
with phosphatic concretions was removed. 


Case REPORT? 


V. P., an unmarried male aged 20, a farmer, 
was admitted with the following complaints which 
started about a month back. 

(1) Burning sensation during micturition. 

(2) Passage of pus and blood per urethra. 

(3) Frequency of micturition. In between the 

act of micturition some dribbling continued 
and soiled clothes. 

Physical examination showed extremely tender 
prostate. X-ray of the bladder revealed a pear- 
shaped opacity in the bladder region, the density 
was not so well marked. 

The patient was operated under spinal anesthe- 
sia. To begin with sounding of the bladder was 
done which revealed the presence of the stone. 
On entering the bladder via suprapubic incision 
it was found that there was a marked degree of 
cystitis and practically the whole of the bladder 
was occupied by an irregular mass of concretions 
which gave way as the finger tried to hook it out. 
An irregularly twisted twig about 18 cm. in length 
and about 2 mm. in diameter, covered irregularly 
by phosphatic encrustations was hooked out. 
Patient was immediately questioned about it. 

He revealed the following story : 

Patient had some burning and difficulty in 
micturition for which he sought advice of a friend 
of his in the village who was treated in a hospital 
some months back for similar complaints. His 
friend told him that he was cured after the doctor 
had passed a “‘metal rod’”’ up his urethra (? Dilata- 
tion with metal bougies) and cleaned it. Between 
them they drew up an analogy between this clean- 
ing and cleaning of inside of empty bottles. A 
neem twig was prepared for the purpose and intro- 
duced by the patient himself. But its lower end 
got lost up the urethra and so he milked it up the 
bladder. Symptoms started next day. 

The patient made an uneventful recovery later 
on. 
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NON-BREATHING NEONATES 


A very large number of babies die every year 
due to failure in establishment and continuance of 
normal respiration. Attempts are of course made 
to resuscitate the asphyxiated baby, in accordance 
with the facilities available. All are happy if the 
baby is revived, but the whole incident is often 
soon forgotten, if it fails to be. It appears that 
sufficient attention has not been focussed on this 
common aspect of huge foetal losses, in contrast 
to the great deal of measures undertaken to ensure 
safety to the expectant and parturient mother. 
Through strenuous efforts of all concerned it has 
been possible, since the turn of this century and 
specially during the last few decades, to steadily 
reduce maternal mortality and morbidity. The 
foetus and the newborn baby do not however seem 
to have received much attention. For although (in 
the U.S.A.’) the combined mortality for foetuses 
and for infants of less than four weeks’ age, has 
fallen from 79°1 per 1,000 live births in 1922 to 
43°4 in 1950 ; there has been practically no reduc- 
tion, however, during the past 40 years in the 
death rate on the first day of the baby’s life, which 
makes up for more than one-third of all infant 
deaths’, the present general neonatal mortality in 
U.S.A. being estimated at between 19 to 20 per 
1,009 live births*. It has been further estimated” 
that in Chicago in 1952, the first hour of life took 
a toll of 272 per cent of the deaths occurring 
within the first eight hours of life, while the toll 
of the first eight hours represented 66°5 per cent 
of the deaths of the first day. 

It is thus evident that the period just befcre 
and just after birth is a very critical time for the 
baby, many dying from anoxia or abnormal pul- 
monary ventilation, during or soon after birth. 
Inside the uterus the foetus exists in an oxygen 
atmosphere of approximately 50 per cent*. The 
oxygen supply to the human foetus in a clinically 
normal pregnancy has been found’ to fall gradually 
up to the 40th week of pregnancy when most 
foetuses are well oxygenated with nearly 100 per 
cent reserve. A moderate deficiency of. oxygen 
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over a short period of time has been found* likely 
to seriously injure the foetus. Provided the circu- 
lation is intact, the human foetus near term may 
survive a total lack of oxygen for up to 30 minutes. 
Normally there is rapid upward adjustment of the 
infant’s blood oxygen saturation from approxi- 
mately 50 per cent to adult levels of about 95 to 
96 per cent, occurring within 15 minutes after 
delivery. If these adjustments are not made 
quickly the baby is not likely to survive. Hence 
the first 15 minutes are the most important in the 
whole life span of an individual. The well- 
oxygenated baby can stand the effects of labour of 
any kind without suffering from lack of oxygen, 
but a foetus already with a deficient supply is 
likely to experience serious deficiency of oxygen 
during labour. This deficiency is evidenced by the 
passage of mecouium, when oxygen saturation of 
the blood in the, umbilical vein has been found’ 
to be at or below 30 per cent. Several workers* ’ 
have drawn attention to the fact that a fall of 
the maternal blood pressure below 80 mm. of mer- 
cury and its remaining there for five minutes or 
longer, and also the duration of anaesthesia longer 
than 10 to 12 minutes, may cause serious foetal 
anoxia. A difficult or prolonged labour, where 
sedatives or anaesthetics have been used on the 
mother, as also maternal ailments like cardiac dis- 
eases and failure, anaemia, pulmonary disease, in- 
fections, genito-urinary and gastro-intestinal dis- 
eases, metabolic diseases and toxaemias of preg- 
nancy, are all likely to bring about deficient oxygen 
supply to the foetus as also depression of the res- 
piratory centre. 


Besides failure of central stimulation from 
anoxia and other causes operating before birth, a 
baby may also fail to breathe properly because of 
low oxygen tension in the inspired air, obstructed 
airway, and abnormal pulmonary ventilation due 
to atelectasis, pulmonary emphysema, oedema and 
pneumonia. Attention has recently been drawn 
to intrauterine and neonatal pneumonia’, as 
accounting for approximately 10 per cent of all 
deaths in this age group, and hence deserving fur- 
ther studies. The authors have found most of these 
pneumonias to be diffuse, bilateral and of a type 
with great predominance of polymorphonuclear 
leucocytes, with the highest incidence in pre- 
mature infants with early rupture of membranes. 
Asphyxia of the newborn often occurs as a result 
of aspiration into the air passages, of liquor amnii, 
meconium and such other swallowed contents of 
the stomach which have subsequently regurgitated 
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out. A few wor 
respiratory excursions begin before birth, as a re- 
sult of which amniotic fluid passes in and out of 
the lungs. ‘‘Hyaline membrane’’, another cause 
of foetal and neonatal asphyxia and death, per- 
haps first described by Johnson and Meyer” in 
1925, has been the subject of several studies in 
recent years. This hyaline-like, homogeneous 
membranous structure, staining pink to red with 
haematoxylin-eosin dye, is usually found lining 
the alveoli, alveolar ducts and _ bronchioles ; 
specially in premature babies dying of asphyxia. 
While some workers’* accuse for this massive 
aspiration of liquor amnii in utero, the considered 


op'nion of others’* appears to be more probable 


that foetal anoxia during labour with consequent 
capillary endothelial damage, followed by high 
oxygen concentration therapy after labour may be 
very important in the causation of these hyaline- 
like membranes. 

The treatment of babies born with asphyxia is 
usually carried out with a threefold attack. The 
first duty, of course, is to clear the air passages 
by suitable means and then to take immediate 
measures to prevent further pulmonary distur- 
bances. The baby should receive oxygen within 
the first eight minutes in order to avoid irreparable 
damage. A clear airway can be well maintained 
with a soft woven and not too large endo- 
tracheal catheter. Liberal supply of oxygen 
must be given, intermittent positive pressure 
for which has been advocated’*. Besides the 
pulmonary alveoli, oxvgen appears to be uti- 
lised and beneficial if introduced into the gastro- 
intestinal tract’*. Encouraging results have been 
obtained’** ** * by introducing two No. 10 Nelaton 
catheters into the stomach, with oxygen flowing 
into one at the rate of 2 to 4 litres per minute 
with an atmosphere of not over 60 per cent of 
oxygen—the second catheter acting as the out- 
flow. A powerful stream of oxygen directed to the 
upper lip, with a narrow rubber catheter within a 
funnel, has been advised" as a much simpler 
method and reported to be of benefit in many in- 
stances. To prevent aspiration into the lungs of 
mucus, amniotic fluid and other foreign materials 
lying in the throat and trachea, and also to facili- 
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tate quick removal from the mouth the head of the 
infant should be kept in a dependent position, an 
inclination of 15° to 39° is perhaps optimal. 
Various mechanical devices have been invented and 
advocated at different times, with some benefit in 
suitable hands. A positive pressure air-lock appa- 
ratus devised by Bloxsom has been well reported 
upon’* ** #3, but is obviously not suitable for ex- 
tensive use, wherever asphyxiated babies have to 
be cared for. Besides carrying oxygen to the 
asphyxiated baby’s absorbing (pulmonary and 
gastro-intestinal mucous) surfaces, the infant must 
be kept warm, wrapped in a blanket rather than 
immersed in water. 

Drugs like a-lobeline have been used to stimu- 
late the depressed respiratory centre. A drug, 
N-allyl-normorphine, first prepared”? in 1941, is 
nowadays being increasingly used with very en- 
couraging results, and is likely soon to come in 
for more extensive use. 

This naturally makes us think of the likely 
depressant and anoxic effect, on the infant, of 
various analgesics and anaesthetics used to relieve 
the mother. While most of them cross the placen- 
tal barrier, it is reassuring to the attendants in 
labour that pethidine hydrochloride*™ and self- 
administered trichlorethylene* analgesia, two of 
the most commonly used preparations, usually do 
not compromise the oxygen saturation of the foetus 
during labour. 

Not only do many asphyxiated babies fail to 
survive, but even those that are resuscitated, are 
sometimes liable to suffer from permanent intra- 
cranial damages, often leading to many so-called 
degenerative diseases, bringing about crippling 
disabilities throughout life. 

The remedy of this huge wastage of human 
lives, obviously lies mostly in prevention which 
should begin even during antenatal care. Every 
childbirth must be carefully supervised, specially 
in premature or prolonged labour and also where 
the membranes rupture early. A liberal supply 
of oxygen to the mother, in cases where foetal 
asphyxia is likely or is impending, will often help 
to relieve foetal anoxia. Some workers™* have even 
advocated inhalation of ozone by the mother in 
presence of foetal distress. 

It may be assured that a concerted co-ordinated 
improved practice of obstetrics in centres of 
childbirth will help to reduce many of these pre- 
ventable loss of lives in future. 


J.AM.A.. 146: 1120, 1951. 

Am. J. Obst. & Gynec., 64: 1316, 1952, 
*™Am j. Obst. & Gynec., 67: 647, 1954. 

*]. Am. Chem. Soc., 63: 314, 1941. 

* Gynec. et Obst., 52: 196, 1953. 

™ Bull, Fed. Soc. Gynec. Obstet., 4: 819, 1952. 


Pag 
| 
| 
| 
| 
} 
| 
| 
H 
“ 
| 
| 
: 


CURRENT MEDICAL LITERATURE 
Analysis of E.C.G. in 1000 Young Aviators 


‘ PACKARD aND oTHeErRs (Circulation, 10: 384, 1954) give 
in the follow.ng lines the summary of their observations 
on electrocard ographic findings in 1000 young aviators : 

N.nety-six per cent of a group of 1000 healthy aviators 
wh.se e.ectroc. rdiogiams were ana.yzed in 1940-1942 were 
traced after an interval of at least 10 years. 

Two hurdred and two men had died. Trauma caused 
193 dca hs, disease seven, and the cause was unknown 
in two. Cnly one man d-ed of heart disease (myocardial 
infarction); his electrocardiogram had been normal 
in 1941, 

Seven hundred and three men were re-examined and 
only four were .ound to have objective evidence of heart 
disease : one had coronary heart disease with myocardial 
inferction, two had hypertensive heart disease, and one 
had ch.onic cor pulmonale. Eight other men showed 
enlargement of the heart by x-ray examination, without 
other evidence of heart disease. Twelve others had 
blood pressures greater than 145/95 mm. Hg. with other- 
wise normal findings. 

In 639 men the i940 and 19€0 electrocardiograms were 
subjected to statistical analysis. The heart rate increased 
from a mean of 64 to 75 beats per minute, the mean P-R 
interval increased from 90-154 second to 0-159 second 
desp:te the increased heart rate; the mean QRS duration 
changed only slightly from 0-087 second to 0-085 second, 
and the mein unco:rected Q-T interval decreased from 
0-334 second to 0-261 second. The QRS axis (mean 
frontal plane QRS vector) shifted to the left from 61-6 
degrees to 482 deg:ees, and the T axis (mean frontal 
p'ane T vector) likewise moved slightly to the left from 
degrees to 40-7 degrees. 

The effect of change in heart rate, age, weight, and 
blood pressure on these e‘ectrocardiographic measure- 
ments is discussed. On the basis of these findings 
ranges of normal are proposed which vary only slightly 
from those suggested by other authors. 

Certain unusual cases were not included in the statis- 
tical analysis but are d:scribed briefly. These include 
two instances of the Wolff-Parkinson-White syndrome, 
two instances of complete right bundle-branch block, and 
one instance of complete left bundle-branch block. 


There was a wide range of measurements of the 
electrocard‘ograms of these healthy men but in the in- 
dividual cases the change over a 10-year period was 
relatively slight. This was true both for the normal 
electrocardiograms and for those which fell in the border- 
line zone between normal and abnormal. Reliability and 
validity of the electrocardiographic method is discussed 
in the light of these findings. 


Hepatic Radioactive Surveys 


STIRRET anD oTHERS (Am. J. Gastroenterol., 21: 310, 
1954) in reporting on clinical applications of hepatic 
radioactive surveys describes the method of hepatic 
radicactivity survey, employing colloidal gold (Au 198) 
as the tracer agent and a new scintiscanner as the re- 


corder of the gamma radiation. The procedure does not 
require any special preparation of the patient. A single 
in.ravenous injection of 300 microcuries of Au 198 is 
adm-nisiered. Afier a delay of 30 minutes to allow 
maximum concentration of the radiogold within the liver, 
the patient is positiosed under the scintiscanner, The 
scanning speed and counting rate are set to obtain the 
max.mum ratio between the concentration of radio- 
activity with.n the liver area and remainder of the body, 
and scanning is begun. Each compiete scan of the liver 
requires 60 to 80 minutes. Upon completion of the 
scanning, the exact location of the xiphoid process, 
costal margins, liver edge or palpable subcostal mass 
is marked upon the scintigram for the purpose of 
anatomic orieatation. Scanning may be repeated for as 
long as twenty-four hours after injection of the isotope 
to confi-m the presence of foci of decreased radioactivity. 
After twenty-four bours an insufficient amount of radio- 
activity is present w.thin the liver to yield a sutisfactory 
scintigram. The homogenous distribution of radio- 
activity recorded by the scintiscamner over the area 
occupied by normal liver parenchyma is apparent. 
Neoplisms, abscesses and other space-occupying lesions 
destioy or disp'ace the Von Kupfer cells. Therefore foci 
of decreased or absent radioactivity recorded on the liver 
scintigram represent arcas of normal liver parenchyma 
which has been destroyed or displaced by such space- 
occupying lesions. 

Hepatic scintigrams have been obtained in a series 
of twenty-three patients. Twenty-two of these patients 
had carcinoma of the liver proven by operation or 
autopsy. The other patient had been suspected of 
harboring metestatic hepatic carcinoma, but at subse- 
quent operation, large abscess occupying the right lobe 
of the liver was found. 


In nineteen of the twenty-two patients with proved 
metasta.ic carcinoma, areas of decreased radioactivity 
were observed on the scintigram which corresponded 
closely to the areas involved by the metastases. In 
three patients, no foci of decreased radioactivity were 
observed. In each of these three patients, the largest 
metastesis observed at operation was less than two centi- 
meters in diameter and was not detected by scintography. 

The preliminary results indicate that hepatic scinto- 
graphy may prove to be a valuable clinical diagnosis 
proc:dure for the detection and localization of space+ 
occupying lesions of the liver. The test provides the 
clinician with an accurate means of selecting areas of 
the liver for needle biopsy in patients suspected of having 
hepatic neoplasm; cyst or abscess. The procedure is of 
value to the su-geon not only for diagnostic purposes, 
but in planning the surgical approach to such lesions. 


Gastrointestinal Repercussions of Portal Hypertension 


ALESSANDRINI (Policlinico, G1: 1133, 1954; Ref. 
J.A.M.A., 157: 186, 1955) -writes : 

Po:tal hyper‘ension has marked repercussion on the 
gastrointestinal tract, and the localization of these 
secondary disturbances helps to establish whether the 
hypertension is due to a diffuse process (cirrhosis) or to 
a circumscribed one (neoplasm, parasitic abscesses, or 
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cysts). The functional disturbances secondary to portal 
hypertension involve the motility of the digestive tract, 
the absoibing power of the intestinal mucosa, and the 
secre.ory function of the digestive glands. The muscular 
fi-er cell 1s, however, the first to be affected, because it 
is scmsilive to the variations of the oxygen content of 
the capillaries that are caused by the speed of the cir- 
culation. The functional gastrointestinal changes caused 
by portal hyperteasion are spasm, diffuse or segmental 
atony, hypermotiliiy, or motor paresis. The difference 
in motor reaction (atomy or spasm) is correlated with 
mny fac.o.s, but it depends mainly on the degree of 
the hypertension. Studies of the author and his school 
revealed that often a mild stasis results in a tendency to 
atony of the imtersphincteric zone and an increased tone 
of the sphincters, whi:e the opposite phenomenon occurs 
when the siatis is marked. With regard to the gastric 
sec etion, these studies indicated that with a mild hyper- 
tension the acidity values are increased and vice versa. 
Cne of the commonest cffects of even the slightest hyper- 
tension is a decreased tone of the cardia and the lower 
pert of the esophagus. This is evidenced by eructations 
and regurgita.ions, especially auuring the climax of the 
digestive process, that is, when the blood flow into the 
abdomen is highest and hypertension therefore more 
evident. In some cases the presence of a portal hyper- 
tension may be suggested by a sense of postprandial 
epigastric tension, in others by a late pain simulating 
an uker. It also causes a diminution of the absorbing 
power of the intestine, which results in dyspeptic thirst, 
opsiuria, and tympanitis, and these are the most im- 
portant premonitory signs of portal hypertension. Be- 
sides the marked tympanitis in the small intestine, it 
also causes alterations of the defaecation rhythm, with 
constipation when the stasis is mainly in the inferior 
mesenteric vein, and a haemorrhoidal state in the rectum. 
One of the main clinical characteristics of the functional 
altera:ions secondary to portal hypertension is their 
tendency to be more or less uniformly distributed to the 
entire abdomen, so that the concurrent presence of eso- 
phageal, gastric, intestinal, and pancreatic symptoms 
should suggest the presence of portal hypertension. The 
clinica’ examination shou'd be accompanied by roentge- 
nography, endoscopy, and coprology. The early detec- 
tion of a slight reversible portal stasis on the basis of its 
gastrointestinal repercussions has great prophylactic 
valve becau;e permanent and irreversible anatomic 
alterations can be prevented. 


Varied Clinical Manifestations of Cirrhosis of the Liver 

RAFSKY AND OTHERS (Am. J. Gastroenterol, 21: 302, 
1955) in reporting on the study of fifty-nine unselected 
hospital cases of chronic liver disease observe that 35 
were males and 24 were females, ranging in age from 
21 to €8 years. It is pointed out that cirrhosis of the 
liver did not present a uniform picture in 20-4 per cent 
of the cases. Seven cases are reported in detail and two 
others are commented upon. The presenting clinical 
picture of cirrhosis of the liver may simulate gastro- 
intestiral malignancy, gallbladder disease, obstructive 
jaundice or a bleeding peptic ulcer. 
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Radioactive Iodine in Incapacitated Euthyroid 
Cardiac Patients 

BLUMGART AND OTHERS (J.A.M.A., 157: 1, 1955) give 
below the summary of results in treatment of 1070 
patients with angina pectoris and congestive failure with 
radioactive iodine : 

Hypothyroidism can be regularly induced in euthyroid 
patients by one or more appropriate doses of radioactive 
iodine. After such treatment in 50 clinics of 1,070 
patients with intractable angina pectoris or congestive 
fai.ure, approx.mately 75 per cent of the 720 patients with 
angina pectoris showed worth-while improvement (half 
of these showed marked improvement and half a good 
result), and approximately 60 per cent of the 350 patients 
with congestive {failure showed worth-while improvement 
(approximate.y 20 per cent of these showed marked im- 
provement and 40 per cent moderate improvement). In 
the clinical management of these patients, small daily 
doses of thyroid are usually administered to maintain the 
lowest metabolic rate consistent with comfort. In in- 
tractable cardiac cripples who are usually considered for 
surgery, hypothyroidism induced by radioactive iodine 
gives improvement through medical means without the 
risk and complications of surgery. 


_ Total Alkaloids from Rauwolfia in Hypertension 


KLEINSORGE AND WITTIG (Medizische, 13/12: 1086-89, 
1954, Ref. J.A.M.A., 158: 1356, 1954) write : 

Rivadescin, a commercial preparation of Rauwolfia 
serpentina containing alkaloids of the ajmalin and ser- 
pentin group, was given a therapeutic trial in 84 ambu- 
latory patients with «hypertension. Of the 84 patients, 
18 (21-7 per cent) had labile hypertension, 11 (13-3 
per cent) had fixed hypertension, and 55 (65 per cent) 
had b.ood pressure ievels that varied but were never 
normal. The total dose of the administered Rauwolfia 
alkaloids varied between 46 and 400 mg. The daily dose 
never exceeded 10 mg. The average period of observa- 
tion was 15 months which included a pretreatment period 
in 25 patients and an adequate post-treatment period in 
23 patients. The mean values of diastolic and systolic 
blood pressure were determined according to Martini’s 
arithmetical! formula to make them statistically sound. 
A sign.ficant drop in blood pressure was observed in 42 
patients (50 per cent), The reduction of systolic pressure 
was somewhat more pronounced and more frequent than 
that of the diastolic pressure. Patients with essential 
hypertension showed a slightly better response than 
those with nephrogenic hypertension. The best results 
occurred in kypertensive patients in whom cardiac dis- 
turbances predominated. Fifty-five patients (65 per cent) 
considered themselves improved regarding dyspnoea, 
overexcitability, headache, and tinnitus after 10 to 14 
days of treatment. Corresponding organic changes could 
not be found by examination of the ocular fundus, elec- 
trocardiogram, and renal function tests. The subjective 
improvement did not parallel the hypotensive effect of 
the drug. Most patients who did not show a statistically 
sound reduction of their blood pressure reported sub- 
jective improvement, and only few of the patients with 


_ nephrogenic and fixed hypertension did not obtain a 
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reduction in blood pressure or subjective improvement. 
Side-effects of the drug consisted of fatigue, a mild laxa- 
tive effet, and occasiunal hyperaemia of the nasal mucous 
memb.ane. The following treatment schedule is recom- 
mended: For the first four days 1 mg. of the drug should 
be given at night, and within the following 10 days the 
dose should be imcreased gradually to 23 mg. given 
three times daily. This dose may be maintained for two 
to three weeks and then discontinued. If a hypotensive 
effect cannot be obtained with a daily dose of 69 mg., 
it will not be obta.ned with a higher dose. Treatment 
may be resumed’after an interval of two to three months, 
with a good chance of success, but because of acquired 
tolerance the dose of the drug must be increased. The 
hypotensive effect of Rivadescin and its effect on sub- 
jective complaints exceeds that of all other drugs even 
that of reserpine, although the sedative effect of the 
latter may be more pronounced. 


Postpartum Hypopituitarism 

SHEEHAN (Am. J. Obst. & Gynec,, 68: 202, 1954) 
writes that hypopituitarism is one of the most serious 
long-term sequelae of obstetric complications, in com- 
parison with which prolapse, stress incontinence, and 
pelvic adhesions are only minor local inconveniences. 
The primary pituitary lesion occurs at the time the 
patient is under the care of the obstetrician. If the 
obstetric conditions have been such (retained placenta 
or pos.partum hzmorrhage) that this lesion might have 
occurred, the obstetrician should inform the family 
docior, so that any subsequent hypopituitarism can be 


diagnosed early, because these patients generally do not | 


consult anyone about their amenorrhoea. During the 
general circulatory disturbance that follows postpartum 
hzmorrhage the blood supply to the anterior lobe of 
the pituitary is wmterrupted and it then undergoes 
ischemic necrosis (infarction). If the original necrosis 
involves more than about two-thirds to three-fourths of 
the lobe there will be some subsequent pituitary insuffi- 
ciency ; if it involves practically all of the lobe the sub- 
sequent insufficiency will be severe. The patient then 
continues as a chronic invalid for from 5 to 20 years 
and dies in coma. A table that records the incidence of 
fresh pituitary necrosis at autopsy in 127 patients who 
died 12 hours to 35 days after delivery and another table 
showing the incidence of symptoms of hypopituitarism in 
166 live patients some years after delivery both indicate 
the causal importance of haemorrhage and shock at 
delivery. The clinical picture of hypopituitarism is not 
well understood and these patients often do not seek 
medical aid because they are mentally dull. This ex- 
plains why this cause of chronic invalidism in women 
was formerly believed to be a rarity. In the past few 
years it has become .clear that the condition is relatively 
common. A series of nine cases that were proved at 
autopsy during the past four years are recorded to illus- 
trate the standard clinical and pathological pattern and 
its variations. Ihe necropsy in the first patient revealed 
that the pituitary had a normal stalk and pars tuberalis, 
but the posterior lobe showed areas of atrophy. The 
anterior lobe was represented by a little fibrous tissue 
in which only a tiny lamina of parenchymal cells could 
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be found, estimated as about 1% of the original gland. 
Ciinicaily the patient was of hypothyroid type and might 
well have been described as having ‘pituitary myxsedema’. 
The thyroid was small, but the most striking secondary 
change found at autopsy was the severe atrophy of the 
adrenals. 


Placental Globulin in the Prevention of Measles 


GaNGULI AND MuKHERJEg (Brit, M. J., 2: 1395, 1954) 
from analysis, of the results from the injection of placen- 
tal globulin to 32 patients in the diphtheria ward of 
the Medical College Hospitals, Calcutta, give below an 
assessment of the value of placental globulin as a pro- 
phylactic agent against measles. 

The 32 patients who had not developed a rash were 
given antimeasies serum (placental globulin) 24 hours 
after the detection of the first case. All the cases were 
under treatment for diphuheria. 


The protection rate of 966 per cent which was 
obtained may have been due partly to the prompt and 
effective isolation of the patients who developed measles, 
together with the immediate immunization of all contacts. 


There was no reaction with 2 ml. of placental glo- 
bulin, but with 4 ml. two ont of three developed a 
reaction. It is suggested that the high reaction rate of 
the previous observers might have been due to the use 
of larger doses of the antiserum. 


Infantile Diarrhoea 


Misra anD Gupta (J. A. Physicians of India, 2: 50, 
1954) in reporting on the study of 100 consecutive cases 
of infantile diarrhoea in children under the age of 2 
years, who were treated in the medical wards of the 
Gandhi Memorial and Associated Hospitals, Lucknow 
observe : 

Of these 11 were breast fed, 29 were fed artificially 
and 60 cases were both breast fed and artificially fed. 
The severity of the diarrhoea was much milder in the 
purely breast fed children. In only 7 cases was teething 
a noticeable feature. 57 children had no symptoms or 
history suggestive of teething trouble preceding diar- 
rhoea, and 36 had not cut any tooth. Parenteral infec- 
tion was found in 46 per cent of the cases and out of 
these it was primary im 26 and the’ rest were secondary. 
Of the primary infections the commonest were broncho- 
pneumonia, septic throat, and otitis media. The culture 
examination was done in 92 cases—salmonella was found 
in 2 cases, proteus morgani in 11 cases, proteus vulgaris 
in 6 cases, pseudomonas pyocyaneus im 2 cases, para- 
colon group in 3 cases, B. coli only in 66 cases and 
Entamoeba histolytica in 2 cases. The last finding was 
most surprising. Sweeps from the B. coli colcnies, in 
42 cases were put up for agglutination against antisera 
for 0111 B4, 055 B5, 026 B6, and in mo case did the 
authors find any significant agglutination. In the micro- 
scopic examination of the stools pus cells were present 
in only 36 cases. No pathogenic active Entamoeba his- 
tolytica or cysts or ova were found in any case. In 
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the treatment the authors obtained best results when 
sulphaguanidine combined with iodo-hydroxy-quinoline 
was given, 


ACTH and Cortisone Maintenance Therapy in 
Nephrotic Synd 

LANGE AND OTHERS (Am. J: Dis. Child., 88: 529, 
1954) write : 

21 patients with the nephrotic syndrome were 
observed carefully on maintemance therapy for 6 to 36 
months. Six cases received corticotropin (100 mg. for 
three successive days of each week), 15 patients were 
given 4(0 mg. ot oral cortisone on three successive days 
of the week for 6 to 52 weeks, This fvilowed an initial 
course of ccrticotropin (100 to 160 mg. per day for seven 
days), which had led to diuresis. During maintenance 
therapy, proteinuria disappeared in the four cases treated 
within three months of the onset of the disease. In 
all other cases the degree of proteinuria was markedly 
reduced and blood chemistries returned in all cases 
rapid-y to normal. The authors report that the main- 
tenance therapy is valuable only when the initial course 
ef corticotropin successfully induces complete diuresis 
with r.se of complement to normal. The maintenance 
therapy has to be started within a few days after the 
initial course of therapy. Small doses of cortisone are 
ineftect:ve for maintenance therapy because, with small 
doses relapses may develop. When high doses of corti- 
sone were given, no relapses occurred during main- 
tenazce therapy. Maintenance therapy must be conti- 
nued for ‘ong periods of time to prevent recurrences of 
the diseases secondary to upper respiratory infections 
or to sensitization reactions producing a recall pheno- 
menon. The authors have not seen any untoward major 
effects even in small children, neither has there been 
any apparent impairment of the rate of growth and 
development. 


Isonicotinic Acid Hydrazides in Tuberculous Meningitis 

APPELBAUM AND ANDERSON (J. A. M. A., 156: 673, 
1954) in reporting on ten consecutive patients with 
tuberculous meningitis treated with isonicotonic acid 
hydrazides observe: 

The diagnosis was confirmed in all cases by recover- 
ing the Mycobacterium tuberculosis from the spinal 
finid. Roentgenologic evidence of pulmonary tubercu- 
losis was found in five cases. In most instances a dose 
of 8 mg. per kilogram of body weight per day was used. 
Of the 10 patients, 7 recovered and 3 died. The survi- 
vors have been observed for periods ranging from 20 
to 23 months, and they have been in good general phy- 
sical condition and have normal mentality. 


In this series several of the patients showed toxic 
side effects referable to the central nervous system. 
Three of the cases were complicated by blindness, which 
cleared up completely in one patient and partially in 
another. Relapse occurred in three patients. These 
patients responded satisfactorily to re-treatment with 
hydrazides. 
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Rheumatic Fever and Rheumatic Carditis in Children 
as seen in Clinic Practice 


DAVIS aND GREENE (Am. J. Dis. Child., 83: 427-37, 
1954) write ihat the clinical manifestations of rheumatic 
fever have undergone a vast change of character. The 
text-books still continue to describe classic attacks of 
theum.tic fever in terms of polyarthritis, fever, elevated 
sedimcn.ation rate, ar.hralgias and prolonged P-R inter- 
vals. Im the authors’ experience and in the experience 
of most siudents of rheumatic fever these cases are now 
rarely encountered. Major and minor criteria, when pre- 
sent are of utmost diagnostic importance, but these are 
absent in the great majority of cases seen in the clinic. 
The ‘typical’ case in their experience has no explosive 
attacks and few or none of the orthodox classic manifes- 
taiions. O-ten, in fact, the parents are unaware that the 
child is ill. The patient sees the physician for some 
minor complaints, such as pallor, fatigue, emotional dis- 
turbance, or poor eating or sleeping habits and on 
examination a diagnosis of carditis is made. The child’s 
symptoms may remain unnoticed unless the parents are 
questioned minutely. When the cases are considered 
from an over-all point of view one sees that the out- 
standing manifestation of the disease process is carditis, 
frequently smouldering in nature. In many cases the 
carditis is so mild as to render diagnosis most difficult 
and immed.ate determination of activity of the disease 
almost impossible. This is the type of case that re- 
mains undiagnosed until obvious and irreparable total 
cardiac damage has occurred. 

In this study the authors present an analysis of the 
total number of cases surveyed during the years 1951-1952 
and also present diagnostic technique and criteria, 


A total of 306 school children were seen. In this 
group, 2 out of every 3 patients surveyed did not pre- 
sent sufficient evidence upon which to make a diagnosis 
of heart disease or suspected heart disease. More than 
one-third of this group presented the clinical evidence 
which dictated the possibility that rheumatic heart dis- 
ease might develop in the future. These cases were 
therefore defined as potential heart diseases. More than 
10 per cent of this group had congenital heart disease 
and almost one out of every 10 children presented un- 
equivocal evidence of rheumatic heart disease. It is note- 
worthy that only one of this group of rheumatic children 
was found to have definite acute rheumatic heart disease. 


The authors’ summary of the ‘areas of inquiry’ where 
the physician may make a positive or presumptive diag- 
nosis of rheumatic heart disease is as follows : 

Positive diagnostic criteria—1. Rheumatic heart dis- 
ease in both parents of the patient, justifies, a diagnosis 
of potential heart disease in the presence of cardiac find- 
ings of questionable significance. 

2. The finding by fluoroscopy of an enlarged left 
auricle and left ventricle in the absence of clear criteria 
of congen'tal heart disease predicates the diagnosis of 
rheumatic heart disease until proved otherwise. 

3. Grade III svstolic or louder murmur at the apex, 
transmitted to the left axilla will prove to be rheumatic 
heart disease in most children examined in the clinic, 
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4. Evanascent prolongation in the A-V conduction 
in the presence of other ‘rheumatic-like’ symptoms is 
considered evidence of carditis. 

5. A prolonged electrical systole (Q-Tc) is evidence 
of presence of carditis and failure to find a specific ex- 
planation for the carditis leaves rheumatic carditis as 
the diagnosis of choice. 

Presumptive diagnostic leads—1. A positive family 
history of rheumatic fever and/or rheumatic heart dis- 
ease in a ‘sickly’ child with easy fatiguability is pre- 
sumptive evidence for a mild rheumatic activity in the 
absence of classic manifestations, 

2. Definite changes in heart sounds and murmurs on 
repeated examinations should point to further explora- 
tion for the presence of mi‘d carditis. 

3. Presence of chorea or a history of Sydenham’s 
chorea in the presence of minimal cardial findings 
shou!d serve as an incentive for the further assessment 
of the heart for the presence of rheumatic heart disease. 

4. ‘Non-specific’? E.C.G. findings in a child who is 
otherwise well, especially prolonged A-V conduction, 
notched P wavcs, etc., may be the only presumptive signs 
of rheumatic hecrt disease. 

5. A general'y enlarged heart in a child in the ab- 
sence of any de nite etio'ogic diagnosis, may be con- 
sidered as presumptive evidence of rheumatic heart dis- 
ease. 
Helpful leads in diagnosis—1. The child who is not 
well but is not definitely ill may harbour a mild insidious 
carditis. 

2. An older child who shows a marked depletion of 
vital capacity in the absence of upper respiratory or pul- 
monary disease may thus show early left ventricular in- 
sufficiency in rheumatic carditis. 

3. Progressive pa lor out of proportions to the level 
of the haemoglobin is similar to the almost typical pallor 
of active rheumatic carditis. 

4. Their experience does not warrant an adherence 
to some of the common mentioned laboratory criteria like 
raised E.S.R., antistreptolysin titre, low grade fever etc. 


Eosinophilia in Children 
Pater (Indian J. Child Health, 4: 49, 1955) from the 
investigation of 200 children with rise in eosinophil cells 


observes : 


These have been divided into two groups: (a) the 
lower group with an eosinophil cell count of 500 to 2000 
per c.mm., (b) higher group with eosinophil cell count 
above 2000 per c.mm. 

In the lower group intestinal infection or infestation, 
was found responsible for the rise in eosinophil cells in 
the majority of cases. In these the appropriate treat- 
ment for infection gave satisfactory results, 

A small proportion of the lower eosinophil group 
failed to improve and in these, arsenical therapy was 
successful. These were cases of potential high eosinophi- 
lic group. 

In the higher eosinophil group, the outstanding fea- 
tures of the condition were persistent cough, with or 
without asthma, loss of appetite, high mottling or in- 
creased bronchial marking in the lung fields and a satis- 
factory response to arsenic therapy. 
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A.C.T H. has been found a useful agent in patients 
with eosinophilic asthma. It has failed to prodacé a 
compete cure. 

Intravenous T.A.B. has not been found a satisfactory 
therapeutic agent as it produces a transient reduction in 
the eosinophil count, which returns to the original figures 
on cessation of therapy. 

Histamine fast achlorhydria observed in some patients 
needs further investigations. 


Vole Bacillus and B.C.G. Vaccines 


FREW anD oTHERs (Brit. M. J.. 1: 133, 1955) in report- 
ing on the observations designed to compare vaccination 
with B.C.G. and the vole baci!lus vaccihes and recording 
the prel'minary results after one and two years write : 


The B.C.G. was given in the routine intradermal man- 
ner and the vole vaccine by multiple puncture to those 
of 5 years end over and intradermally to those under 
5 years. Vaccination by the multiple puncture method 
is probably slower than by intradermal! injection, but it 
is considered te be the method of choice and is simpler 
and more certain in young children. 


The rate of conversion after vole vaccination is a little 
slower than after B.C.G., but the percentages—95 per 
cent after six weeks and 100 per cent after twelve weeks 
are very satisfactory, and compare closely with those 
obtained with B.C.G, 

The authors believe that vaccination with vole bacillus 
has certain advantages because of the milder clinical 
course and the smaller rate of reversions, 


The periodic surveys showed that induration develop- 
ed in a substantial proportion of the cases receiving vole 
vaccine by the maltiple-puncture method, and that, later, 
lupoid react‘ons occurred in the vaccination area. These 
later complications were noted in 5 per cent and 15 per 
cent of the cases inspected after the first and second 
years. The discovery of lupoid reactions at the second 
yearly inspection in arms regarded as healed at the first 
yearly inspection was unexpected and unfortunate, and 
the authors regard the rate of these reactions to be too 
high to permit of the routine use of the vaccine antil 
these difficulties bave been overcome. 


Tuberculous Mesenteric Adenitis in Children 


Watts (Brit. M. J.. 1+ 128, 1955) in drawing atten- 
tion to a cause of minor illness in children which is 
overlooked observes that tuberculous mesenteric glands 
may sometimes cause symptoms and continue to do so 
even after they have become calcified. 

The symptoms described are colicky central abdomi- 
nal pain, nausea, vomiting, sweating, meteorism, diarr- 
hoea, constipation, pallor, lassitude, and loss of weight. 
The physical signs are palpable tumours in the abdomen, 
local tenderness, fever (especially in the evenings), and 
calcification visible in the x-ray film. 

The radiological appearance of tuberculous. glands is 
usually unmistakable. They are found or oval; the 
shadows are not homogeneous, but mottled, and appear 
like a mulberry or an archipelago as seen on a map. 
They may lie anywhere im the abdomen, but are usually. 
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seen along the line of attachment of the mesentery of 
the small imestine. In the lateral view they are often 
in front of the spine. 

Twenty cases are described, including examples pre- 
senting with pain, pyrexia, attacks resembling acute 
appendicitis, tuberculous rheumatism, and the coeliac 
syndrome. 

Treatment with 50,000 units of calciferol daily for six 
weeks is recommended as a means of expediting the 
natural process of healing. 

The incidence of abdominal tuberculosis has been in- 
vestigated. It is concluded that in the area under re- 
view it is now nearly as common as pulmonary tuber- 
culosis. It seems to be more common in boys than in 
girls. 

A survey of unselected normal schoolboys led to the 
discovery of further cases which had in the past caused 
baffling symptoms. In this group abdominal tubercu- 
losis was more common than pulmonary. 

The relation between the incidence of the disease and 
the consumption of raw milk is discussed. 
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On 7 April 1948, the Constitution of the World Health 
Organization officially came into force. The anniversary 
of this historic date is now observed each year, in most 
of the Member Countries of WHO, as World Health 
Day. The date thus marks a highly significant advance 
in international co-operation for improved standards of 
health. 

The importance of pure water supplies in the preven- 
tion of a host of diseases which are transmitted from 
person to person through water used for various house- 
hold purposes has inspired the choice of the theme for 
this year’s observance of World Health Day. This 
theme is; “Clean Water means Better Health”. It is 
a@ subject of particularly great significance for the 
countries of South East Asia. 

We reproduce’ below two feature articles one by 
G. Candau and the other by Abel Walman.—Ep., J. 
Indian M. A. 


CLEAN WATER MEANS BETTER HEALTH 


MARCOLINO G. CANDAU, ™M.D., 
Director-General, World Health Organization. 


Abundant supplies of clean water have always been 
a@ necessary condition for the rise of the great civiliza- 
tions of history. Civilizations and cultures were nurtur- 
ed in the valleys of famous rivers—the Nile, the 
Euphrates, the Indus, the Ganges and the Yangtse. 
As these civilizations flourished, however, their growing 
populations only too often themselves poisoned the waters 
on which their life depended. 

As little as one hundred years ago, cholera, typhoid, 
the dysenteries and other diseases caused by polluted 
water still ravaged the peoples of all the continents. 
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Then around 1850 there began what has been called 
the Great Sanitary Awakening. Through the pioneering 
labours of people like Chadwick, Shattuck and Snow, 
and the discoveries of scientists like Pasteur and Koch, 
the foundations were laid of the great science of public 
health, which has achieved almost miraculous results 
during the last few decades in bringing down mortality 
rates and raising hea.th standards. 

A great deal of this improvement in Western Europe 
and North America has been due to the purification: of 
water supplies and the sanitary disposal of human wastes. 

Although spectacular results have been achieved, no 
country in the world can yet afford to relax its vigilance 
concerning water sources and supplies. We must not 
forget that serious and widespread cholera and typhoid 
epidemics were still occurring in Europe and America 
at the end of the nineteenth century. As late as 1937 
a momentary breakdown in the water-purification sys- 


tem of Croydon, near London, let loose a terrible epide- 


mic of typhoid fever. In Marseilles in 1943 there were 
639 cases of typhcid with 127 deaths, mostly due to the 
drinking water. In the immediate post-war years 250,000 
eases of typhoid fever with 25,000 deaths were occurring 
annually in Europe. In Mexico it was estimated that 
in 1948 22 per cent of all deaths were caused by water- 
borne diseases. Experts believe that in many Asian 
countries the sickness rate could be halved by protect- 
ing water supplies and providing proper facilities for the 
disposal of wastes. 

There is an added need for vigilance in areas where 
farming methods are being modernized, industries are 
expanding, and populations are becoming denser. Par- 
ticularly careful planning is then needed to assure suffi- 
cient water supplies for homes, factories, irrigation and 
electric power, and to solve the complementary pro- 
blems of the disposal of sewage and industrial wastes. 
In a number of countries elaborate processes are being 
developed for reclaiming, from these wastes, water that 
can be used for many important purposes. 

The privi‘eged citizens who can unquestionably trust 
the water which flows from their household taps or their 
village pumps and fountains should reflect on the con- 
stant laborrs of the army of scientists, laboratory work- 
ers, engineers, health administrators and other highly- 
trained personnel which have made it possible for them 
to enjoy an abundance of palatable and safe water. They 
should also realize their responsibility to avoid pollut- 
ing lakes, rivers and subterranean water reserves. 


As for those—they are unhappily the great majority 
of the human race—who do not enjoy the benefits of 
a protected water supply, it is my earnest wish that 
they and their village and municipal authorities will 
redouble their efforts to remove one of the main obstacles 
to their future progress. They and the authorities res- 
ponsible for safeguarding their health may take courage 
from the hard-won experience of other lands where the 
financia) outlay required to ensure adequate supplies 
of safe water in city, town and village has always been 
repaid hundreds of times over in terms of increased pro- 
ductivity and greater prosperity. 

The. purpose of World Health Day 1955 is to help 
stimulate understanding of the basic relationship be- 
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tween water resources, health and civilization itself, 
thereby, I sincerely hope, hastening on the time when 
the whole of mankind will be freed from the vast, costly 
and needless burden of waterborne diseases. 


“PURE WATER” RULES 4,000 YEARS AGO 


ABEL WOLMAN, 
The John Hopkins University, Baltimore, U.S.A. 


Man can live without clothes, without shelter and for 
some time without food. Without water, however, he 
soon perishes. It is not surprising therefore that from 
the earliest period of man in geological history, evi- 
dences of human habitation have been closely associated 
with rivers, springs, wells or other primitive sources of 
water. 
Throughout history, it has been said, “after the pas- 
sion of love, water rights have caused more trouble than 
anything else to the human species.” 

As time went on, the search for water for survival 
was gradually paralleled by. an equally persistent quest 
for ‘‘pure’’ water. For thousands of years, people in- 
creasingly demanded a more satisfactory water for drink- 
ing and other purposes. 

Through the centuries, to be sure, definitions of 
purity varied, as users became more sophisticated in 
understanding and in demands. 

Criteria of purity became more complex, more quan- 
titative and more rigid as the scientific principles of 
water-borne diseases were elaborated, as aesthetic re- 
quirements became more refined and as industrial pro- 
cesses matured into major significance, 

These changes were slow, at least in the first few 
thousands of years of the search for pure water. 

In the last century and in many countries, but un- 
fortunately not in all, the search has been intensified 
with overwhelmingly fruitful results within economic 
attainment. 

Today, the consumer in these countries need not use 
dirty water, or one biologically unsafe, or chemically 
objectionable, or even unsatisfactory to the taste or to 
the smell, 

To trace the practice which made these accomplish- 
ments possible, through almost 4,000 years, would re- 
quire many volumes. It is possible, however, to cull 
from the history of these years important eras and to 
list at least a few of the relatively unknown individuals 
to whom society owes a debt impossible of repayment. 

Who were these great “hewers of wood and drawers 
of water’? to whom Joshua gave immortal prestige? 

By the early nineteenth century in England, pure 
water already had caught the popular imagination suffi- 
ciently to justify the followling lines on the water carts 
from which water was sold in Monkwearmouth : 

“Tt's limpid and clear from all mud, 
This water I sell for the public good; 
Its excellent virtues no mortal can tell, 
So sweet is the water from Union Well.” 

Poor poetry, it is true, but it challenges us to find 
who brought this desire into public acceptance and made 
its fruition increasingly possible. 
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“It is good to keep water in copper vessels, to expose 
it to sunlight, and filter through charcoal” is a dictum 
not out of an engineer’s report in 1954, but presumably 
from a collection of medical lore in Sanskrit of a pro- 
bable date of 2,000 B.C. 

From another Sanskrit source of the same period 
more comprehensive and remarkably modern water puri- 
fication suggestions appear in the following terms: 
“Impure water should be purified by being boiled over 
a fire, or being heated in the sun, or by dipping a heated 
iron into it, or it may be purified by filtration through 
sand and coarse gravel and then allowed to cool.” 

From ancient times to about the seventeenth century 
processes for improving the quality of water appear in 
the literature of Egyptian customs, of Biblical lore, of 
Greek and Roman practice, of devices in Arabia and 
Persia; all showing remarkable empirical forerunners of 
the scientifically elaborated techniques of the eighteenth 
to twentieth centuries. 

Great engineers and great philosophers contributed 
to these dicta and arts during thousands of years, most 
of them unknown and many unsung! As _ records 
became clearer, the names of Vitruvius, Hero of Alexan- 
dria, Pliny, Hippocrates, Frontinus, Avicenna, appear as 
the reporters and even builders of works for transport 
and purification of waters. 

M. N. Baker, in his remarkable treatise, “The Quest 
for Pure Water”, attributes to the seventeenth century 
significant experimental efforts in water purification by 
Sir Francis Bacon of England; Johann Rudolph Glauber 
of Germany ; Luc Antonio Porzio of Italy (for his multiple 
sand filters); to unknown engineers for the filter-cisterns 
at Venice ; and to unsung engineers for tue first known 
designs for an industrial water purification plant for a 
paper mill in Auvergne, France. 

The quest for pure water in the eighteenth century, 
as Baker aptly puts it, “was keen but the quarry was 
small.” 

Although four centuries of filtration had passed in 
France, the bulk of practice had been on small scale 
house and industry use. 

From the late eighteenth century on, however, the 
work of Amy, Smith, Cuchet, Montford, Ducomman, 
Mallet, Fonvielle, Sonchon, Puech and Chabal deserve 
permanent recording. 

In England, Scotland and the United States the nine- 
teenth and twentieth centuries marked the great sani- 
tary awakenings in both the understanding of the broad 
relationships of pollution of water to disease and the 
development of large-scale efficient and economical pro- 
cesses of water purification. 

In this progress, England and Scotland deserve pri- 
mary honours for the early pioneer work in filtration 
and chlorination. 

The American workers in the twentieth century ex- 
tended application widely and perfected large-scale 
equipment in the field of so-called rapid filtration and 
chlorination. 

To list the names of all the important contributors to 
these advancements would be impossible, but it is per- 
haps not too invidious to select a few whose activities 
bulked large in our retrospective assay of producing pure 
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In England and Scotland, undoubtedly the following 
deserve mention for peculiarly distinctive ingenuity and 
imagination either in experiment or in large-scale appli- 
cation of water purification principles and devices : 

James Peacock for his extraordinary filter patent in 
1791; James Simpson for the great slow sand filters for 
London in 1829; Thomas Telford for his early, but un- 
successful, filters for Glasgow in 1807; Robert Thom for 
his filters in Scotland in the 1820’s; Angus Smith for his 
concepts of filtration in the 1840’s; Edwin Chadwick, the 
great lay sanitary reformer of the mid-nineteenth cen- 
tury; Percy F, Frankland, one of the first to point out 
the great significance of filters in removing bacteria 
(1886); and Sir Alexander Houston, the great scientist- 
poet investigator of water problems and director of the 
laboratories for the control of the water supplies of 
London. 

The contributions of America to the development of 
pure water are generally conceded to be in the develop- 
ment of the rapid filter from 1880 to 1900, in the improve- 
ment in sloW sand filters (primarily in Massachusetts) 
and in the great advances in chlorination since the begin- 
ning of the twentieth century. 


To these efforts, again with apologies to those whose 
names may be omitted solely for want of space, the fol- 
lowing undoubtedly gave significant and lasting sup- 
port by experiment, by application and by promotion of 
widespread adoption: James P. Kirkwood, William 
Ripley Nichols, Allen Hazen, Hiram F. Mills, George 
W. Fuller, Thomas M. Drown, George C. Whipple, Fre- 
derick P. Stearns, George A. Johnson, Robert Spurr 
Weston, and Joseph W. Ellms. 

Undoubtedly, a number of individuals identified with 
private companies manufacturing filters and appurten- 
ances contributed to the perfection of methods of coa- 
gulation and filtration of water. 

The Hyatts, the Jewells, the Cooks and others who 
fought through the patent contests of the early twentieth 
century deserve mention in any summary of the evolu- 
tion of water purification. 

One of the lasting contributions to water safety was 
in the development of cheap but effective equipment 
for applying accurately small and large quantities of 
chlorine to water. Without such equipment control pro- 
cedures would have been delayed for many years. 

Undoubtedly the inventions of Major C. R. Darnall 
in 1910, of George Ornstein in 1912 and of Wallace in 
subsequent years promoted water-chlorination to an un- 
precedented degree. 

The work of Race, Houston and Bunau-Varilla pressed 
forward similar but less universal use of chlorine in 
England, France and Canada. 

If the investigators in the Western world appear 
more prominently in the summary of water quality 
attainments in the nineteenth and twentieth centuries, 
it is only because these economically favoured areas 
showed greatest application of water purification during 
these periods. 

In other areas of the globe, significant contributions 
to the science and art of water purification have been 
made, but their effective translation into great works 
have been in many instances meterially retarded. 


NOTES AND NEWS 


Objectives of Medical Education 


A panel discussion on medical education was held in 
New Delhi on 9-3-55 under the auspices of the Faculty 
of Medical Sciences, Delhi University. The Union Health 
Minister presided. 

Eminent medical authorities from abroad participated 
in the discussion. They included Sir Cecil Wakeley, 
former President of the Royal College of Surgeons, 
England, and the members of the team of medical au- 
thorities now in the country under the Colombo Plan, 
Dr. Harold C. Edwards, Dr. M. L. Rosenheim, Dr. 
Robert J. Keller, Dr. Stanley A. Mason and Dr. M. C. 
Balfour. 

Rajkumari Amrit Kaur stated that the most important 
problem in medical education confronting India was 
that the country needed a very great number of doctors 
for implementing its health programmes, but, at the 
same time care had to be taken to see that standards of 
medical education did not deteriorate. 


All the more important suggestions made by the 
various speakers had a unitary sim, making the doctor 
a more effectiv: social instrument with a heightened 
sense of responsibility towards society and increased 
efficiency in the discharge of it. Dr. Edwards stressed 
a good general education, character and ability and 
acquaintance with preclinical subjects like biology, phy- 
sics and chemistry as the requirements of students seek- 
ing admission to medical courses. Lt. Col. Amir Chand 
said a background of culture and humanities was also 
essential. Dr. R. Viswanathan emphasized the need for 
maintaining the continuity of preclinical studies through 
the clinical years. He suggested that clinical studies 
of specific problems should be undertaken along with 
the necessary physiological anatomical biochemical and 
other background. 

While serious research could be handled in the post- 
graduate phase, Dr. Rosenheim stated that the scientific 
spirit and interest in research should be inculcated dur- 
ing the undergraduate phase. Dr. C. G. Pandit, Secre- 
tary of the Indian Council of Medical Research, said 
research workers of the future could be spotted even 
during the undergraduate period and should be given 
special facilities. Dr. Birch, Principal of the Lady 
Hardinge Medical College, felt that students could be 
expected to handle research projects even during the 
undergraduate training. Dr. Balfour stressed the impor- 
tant role of preventive and social medicine in the under- 
graduate curricula. He suggested that 100 to 200 hours 
during the entire course should be devoted to the sub- 
ject and students should have contacts with villagers 
in a country like India with its predominantly rural 
background. Lt. Col. C. K. Lakshmanan suggested that 
every college should have a separate department of 
preventive medicine with associated rural centres for 
field work. Dr. K. C. K. E. Raja pointed ont that 
training in statistics was essential for defining the pro- 
blems as well as suggesting solutions in public health. 
Dr. Rosenheim emphasized that students, even during 
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chiatry so that they would understand the relation be- 
tween physical and mental illness and would realize 
that medicine in its larger aspects was concerned more 
with the social environment than with the individual 
alone. 

The teaching of specific subjects was also discussed 
by the Panel. Sir Cecil Wakeley said that the under- 
graduate student should have six months’ training in 
surgical principles though specialized surgery should come 
only in the postgraduate stage. Dr. M. Chaudhury 
stressed the importance of clinical experience as against 
lectures and suggested that the internship period for 
house surgeons should be six months instead of three. 
Dr. Rosenheim also pointed out that students learnt more 
at the bedside of the patient rather than in the lecture 
theatre. After finishing the course, the medical gra- 
duate should put in a period as an apprentice with a 
general practitioner. He felt that facilities for post- 
mortem studies were not adequate in India. 

Discussing the place of obstetrics, gynaecology and 
domiciliary midwifery in the curriculum, Dr. Keller stated 
that advanced acquaintance with these subjects should be 
left to the postgraduate phase but the undergraduate 
student should be able to recognize deviations and abnor- 
malities. Dr. P. Malkani stated that the antenatal and 
postnatal clinics were ideal places for the students to 
become acquainted with the larger responsibility implied 
in social medicine. 


International Congress against Alcoholism 


The 25th International Congress against Alcoholism 
will be held in Istanbul, Turkey on 10-15 September 1956. 
This Conference will provide an opportunity for the pre- 
sentation and discussion of the alcohol problem in all 
its aspects, with emphasis on those means that will most 
effectively combat its growth in all countries. It-will be 
an opportunity for all those who, in every part of the 
world, are concerned to remove the barrier to social pro- 
gress which alcoholism represents. Further information 
will be available from the International Bureau against 
Alcoholism, Case Gare 49, Lausanne, Switzerland. 


Indian Pharmacopoeia Committee 

The Government of India have been pleased to re- 
constitute the Indian Pharmacopoeia Committee as fol- 
lows : 

1. Dr. B. N. Ghosh, Professor of Pharmacology, R. 
G. Kar Medical College, Calcutta, Chairman, 2. The 
Chairman of the Pharmaceuticals and Drugs Research 
Committee of the Council of Scientific and Industrial Re- 
search (Ex-Officio), 3. Dr. B. B. Yodh, Professor of Me- 
dicine, Grant Medical College, Bombay and Honorary 
Physician, J. J. Hospitals, Bombay, 4. Col. R. N. Chopra, 
Director of Public Health and Director, Drugs Research 
Laboratory, Jammu and Kashmir Government, Jammu, 
5. Dr. M. D. Chakravarty, Director, Central Drugs Labo- 
ratory, Calcutta, 6. Lt. Col. M. lL. Ahuja, Director, Cen- 
tral Research Institute, Kasauli, 7. Dr. B. Mukerji, 
Director, Central Drug Research Institute, Lucknow, 


8. Dr. S. Rangaswami, Professor of Pharmaceutical Che- 
mistry, Andhra University, Waltair, 9. Shri B. V. Patel, 
Drugs Controller for the Bombay State, 10. Shri P. S. 
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Krishnan, Chief Chemist, Central Revenues Control La- 
boratory, New Delhi, 11, Shri P. M. Nabar, Drugs Con- 
troller (India), New Delhi (who will also be the secretary 
to the Committee), 

Members of the Committee other than the ex-officio 
member, will hold office for a term of five years. The 
Chairman of the Committee will have the power to form 
sub-committees whenever required and also to co-opt 
experts from outside on such sub-committees. The Com- 
mittee will have the power to frame its own rules of 
procedure. The Indian Pharmacopoeia prepared by the 
committee will be published shortly. 

Medical Facilities in Rural Areas 

The Union Health Minister in inaugurating a con- 
ference of administrative medical officers from the States 
on 192-55, convened by the Health Ministry to discuss 
the health schemes in the Second Five-Year Plan dis- 
cussed how preventive measures could be extended fur- 
ther and deeper into the rural areas so that 85 per cent 
of the country’s population could get some measures of 
health benefits even if they could not be provided with 
all the modern medical facilities. She said, this should 
be the main objective of the health authorities during 
the present phase of- development. 

“A rapid expansion of health services through the 
agency of full fledged health centres and the effective 
integration of curative and preventive activities appear- 
ed to offer best means of achieving this end. The 
development of maternal and child health services, in- 
cluding school health services, must be vigorously pur- 
sued and more attention tham had been given so far 
must be devoted to public health laboratory services, to 
nutrition and to dental health, 

As regards personnel requirements, the Health Minis- 
ter hoped the medical authorities would be able to make 
a correct assessment of the requirements of health work- 
ers of differept categories for the different phases. ‘I 
shall be very sorry indeed if any of our plans were at 
any stage to be held up or slowed down for want of 
anticipation of this need in good time’, she said, 

While laying stress on the need for expanding medical 
benefits to rural areas, the Health Minister also stressed 
that there must be no letting down of sustained efforts 
during the next plan period in the fight against malaria, 
tuberculosis, leprosy, filaria and environmental insanita- 
tion, 

Leprosy Training Course 

The next Leprosy Training Course will be held at 
the School of Tropical Medicine, Calcutta, from 13th 
Juiy 1955, for one month. The course is open to all 
registered medical practitioners.. Members of the Indian 
Medical Association who have a special aptitude and 
desire further training in the subject, may apply for 
application forms etc. to, The Officer-in-charge, Leprosy 
Research Department, School of Tropical Medicine, 
Calcutta. 

No registration fee will be charged from candidates 
attending the course. The completed application forms 
from the candidates should reach the above officer-in- 
charge by 3ist May, 1955. 
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CORRESPONDENCE 


The Editor is not responsible for any views 
expressed by correspondents 


D.T.M. Course and Licentiates — 


Srr,—In reply to a question put to Dr. S. C. Sen, 
President, I.M.A. at the reception held in his honour 
at Rangapara (Assam) the other day as to why the 
Licentiates were now being debarred from sitting for the 
diploma of D.T.M. (Cal.), Dr. Sen replied that he met 
the authorities in this commection and they contended 
that as the Calcutta School of Tropical Medicine was 
now affiliated to the University of Calcutta, this post- 
graduate course, as per rule, is open to only the gra- 
duates of Medicine. After this he felt helpless and found 
it rather difficult to argue further. He therefore invited 
suggestions from members of the profession if there was 
any. 


Now is this really as insurmountable a difficulty as it has 
been made out to be? After all rules are made by men 
and are subject to changes according to exigency. 
Where there are rules, there are also exceptions. Even 
Nature has its freaks. Licentiates who were vot allowed 
to sit for the M.B.B.S. degree, were later made eligible 
for this by a change of the rule with one stroke of the 
pen. This class of medical practitioners are now fast 
dying with the abolition of the Medical Schools. Can 
the University therefore not frame a sub-rule to make 
these remaining Licentiates eligible for this course? 
Justice, fairplay and wider interest demand this, for 
no civilized government can debar its people from seek- 
ing more and more knowledge. And after all who will 
be benefited by this imcreased knowledge of the Licen- 
tiates, “the friend, philosopher and guide’ of our rural 
people ?—These dumb millions no doubt. Has the govern- 
ment therefore any right to deny this better medical 
facility to its people without amy cost to the govern- 
ment? 


We pause for an answer from those in authority. 
I am etc. 


M. S. AHMED, 


P.O. Barjuli, 
CAPT. 1.A.M.c, (RETD.). 


Darrang (Assam). 


REVIEWS 


Year Book of Drug Therapy, 1954-1955 series. -Edited 
by Harry Beckman. Published by the Year Book 


Publishers, Inc.; 200 E. Illinois Street, Chicago 11, 
U.S.A. Pp. 592. Price $6.00 post paid. 


This book is one of the 13 volumes of Practical Medi- 
cine Series of Year Books, ably edited by Harry Beckman. 
The whole subject has been conveniently dealt with in 


several groups and subgroups, thus enabling the reader 
to immediately refer to the particular subject he is look- 
ing for. Extensive fields have been covered in the 
space of 564 pages of text. A very large number of 
papers have been suitably abstracted for the reader 
who is further helped by many appropriate editorial 
comments and notes. A perusal of this volume will 
tempt the reader to keep it handy for easy reference, 
occasions for which are likely to crop up every now and 
then in the busy life of an up-to-date practitioner. Medi- 
cal and reference libraries should all have a copy of this 
book. 


Any Questions? from the British Medical Journal. Third 
Series. Published on November 8, 1954 from B.M.A. 
House, Tavistock Square, London, W.C. 1. Pp. 228; 
price 7s. 6d. 


This is the third series of the interesting small 
volumes compiled from the questions and answers that 
came from all over the world and appeared in the pages 
of the British Medical Journal. ‘The questions repre- 
sent a large variety of day to day problems facing the 
practising doctor in various countries. The answers to 
the questions are elicited from anonymous experts on 
different subjects. Subsequent to appearance in the 
body of the British Medical Journal, these answers have 
been revised for the present volume. Cross references, 
of allied subjects, given at the end of each section, make 
the present volume more interesting. A cumulative in- 
dex, for the three volumes of ‘“‘Any Questions’’ series, 
incorporated at the end of this book, will be appreciated 
specially by all who possess a copy of all the three 
series. This book is well worth reading and keeping 
handy on the shelf of the busy practitioner for reference. 
Advances in Internal Medicine, Volume VI.—By William 

Dock, M.D., Long Island College of Medicine, Brooklyn 

and I, Snapper, M.D,, Beth-el Hospital, Brooklyn. The 

Year Book Publishers, Inc., 1954. Pp. 375. Price 

$10.00. 


This is the sixth volume of the series, and has main- 
tained the tradition of the previous volumes. In this 
volume the subjects dealt with are: Uropepsin, Glucagon 
—the hyperglycemic-glycogenolytic hormone of the pan- 
creas, Diagnosis of Cancer of Internal Organs by Papani- 
colaou Technic, Spatial Vectorcardiography, The L. E. 
Cell Phenomenon, Biopsy Studies of the Liver and Kid- 
ney, Thrombotic Thrombocytopenic Purpura, Porphyria, 
Diaphragmatic Hernia, and Determination of Insulin in 
Blood. 


The book is not meant for practitioners in general, but 
for those who would like to have a specialised know- 
ledge in the subjects mentioned above. Students of ad- 
vanced medicine will be well advised to read this volume 
which will be of much help in keeping them mppeete 
in.the theory and practice of medicine. 


The book is well produced, the printing and get up 
being of high order, 
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XXIV PUNJAB PROVINCIAL MEDICAL —_ Be highest approbation from the state. and respect from 


CONFERENCE, TARN TARAN only this profession which relieves the human being of 
his pain and disease. It helps in keeping the human 


The 24th session of the Punjab Provincial Medical 
Conference, representing Punjab, PEPSU, Himachal 
Pradesh and Kashmir States, was held on the 5th and 
6th February, 1955 at Tarn Taran, a small town in the 
Amritsar district. The conference was well represented. 

After the Flag Hoisting by Dr. Parkash Kaur, M.L.A. 
and National Anthem by the M.B, Girls’ High School 
students, Dr, Atma Singh, the Chairman of the Reception 
Committee in a speech accorded welcome to the delegates 
and visitors. He dilated on the various health topics of 
the present day, viz. rural health, child welfare, q 
and preventive medicine. He said 

“Today, the Doctor is called upon not only to 
diagnose and treat cases adequately, but also to actively 
participate in preventing and reducing the incidence of 
disease. He has yet annther positive duty to perform 
that is to keep the people healthy. Health of people is 
the Nation’s most vital asset. There is no hope for the 
future if the children and the youth of today are not 
both mentally and physically fit. It is also a fact, which 
cannot be denied, that the task of imparting instruction 
in health matters and promotion of the civic sense of 
the lay public generally rests on the shoulders of the 
medical men as well. Improvement of the Public Heath 
of the Nation being an objective common to all, the 
Government, the og and this Association of ours, can 
be achieved only by the co-operation of us all. A small 
increase in spending on preventive medicine can well 
lead to a great saving in the cost of the curative services.” 
He concluded by saving that the geographical greatness 
would not make India a great country, unless we make 
the people great and worthy of being called a great 
nation by imparting a sound mind in a sound body. 
Mr. Justice J. L. Kapoor imangurating the conference 
said “If ever there was a profession which must receive 


THE PRESIDENT, AND MEMBERS oF THE RECEPTION COMMITTEE MR. Justice J. L. Karur, 
INAUGURATED THE CONFERENCE 
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race in proper health free from pestilence, disease and 
also from the various enemies of the human race which 
exist in the form of microbes, germs and viruses.” 

The President of the Conference Dr, A. M. Deva in 
course of his address said, 

‘The problems before the profession are so many and 
so varied that I do not know where to begin and how 
to do justice even to the most important amongst them. 
The problems are not of the medical profession alone, 
they have their bearing upon national health and phy- 
sical well-being of our people and the general advance- 
ment of medical science in our country and throughout 
the world. 

RuRAL MEDICAL RELIEF 


The conditions of the rural masses are appalling. 
Health Ministers, whether at the Centre or in the States, 
are thinking in terms of providing medical relief to 
the rural masses. They, at times, think of compulsory 
posting of medical students immediately before or after 
graduation in rural areas, They forget how these raw 
hands having mo experience to their credit will be able 
to help the masses. The time which should have been 
utilised by them in gaining real experience in the wards 
of a hospital, is proposed to be spent in areas where 
no facilities for any scientific work exist. There are 
neither laboratories nor any hospitals worth the name 
where these young men will go and work. In a way 
the rural people will provide the training ground for 
these young medical men. I hope our leaders do not 
have this in their minds. 


The idea of putting fresh elements in charge of rural 
areas does not appeal to me. Nor have the appeals to 
medical men to go to the countryside any value, The 
authorities expect medical men to go to areas where 
they themselves have failed to provide the basic needs 
of every day life. May I say that even those members 
of the legislature who have been returned from rural 
areas and who are foremost in making appeals to 
medical men are sticking to towns. To ask a medical 
man to go and settle in a village, as the Christian 
Missionaries do, is absurd, when even half the benefits 
that the latter enjoy are provided to him. There is no 
good basic pay, no provision for children’s education, 
no arrangements for medical man’s and his family’s 
medical care, no compulsory leave and no refresher 
courses in any of the rural, civil or canal dispensaries 
in the countryside or the tehsil areas. Recently a num- 
ber of rural dispensaries have been provincialised. The 
personnel of these have been transferred to the subordi- 
nate cadre of the State Medical Service in the Punjab. 
All of them have been asked to start from the lowest 
rung with no consideration for the long service they 
did in the rural dispensaries under the Local Self-Gov- 
ernment Department of the State Government. They 
are not entitled to any benefit on the score of that work 
for purpose of pensions or promotions in the new work. 


UNEMPLOYMENT IN THE PROFESSION 


The problem of unemployment among the educated 
classes in the country is acute and the picture in the 
medical profession is by no means rosy. A very few 


of our members can expect to have a decent living. 
The question of their saving for the rainy day does not 
arise. Some just eke out a bare living, but a majority 
are on the verge of starvation. The cry that there is 
shortage of medical men in the country is out of place 
when the existing number of medical men cannot be 
suitably employed. 


Unemployment in the profession can be relieved and 
real service dene to the country if we start co-operative 
clinics. These clinics should be spread all over the 
country. Medical men should combine, pool their re- 
sovrees, and run them on the most efficient lines. They 
can ensure themselves fixed incomes and at the same 
time provide cheap and proper medical relief to the 
people, thereby helping to relieve suffering. 
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Equally serious is the problem of our having no eco- 
nomic security for the young medicos that qualify every 
year. A very few of them are taken up in the services, 
most of them at Rs. 120/- p.m. in class II A.S., with 
no prospects of a bright future. A number of them join 
the Short Service Regular Commissions in A.M.C. where 
they are taken for seven years and after that they can 
have another term of seven years. Thus they spend 
best part of their lives in a service where they do not 
get the permanency desired for proper working of the 
services. At times it happens that these young officers 
having worked there are asked to go out either to settle 
in private practice or seek jobs as class II A.S. These 
are the grievances of young graduates. I am not men- 
tioning the fate of Licentiates who belong to a dying 
class which was thoroughly exploited during the last war 
and whose recruitment to the A.M.C. was stopped with 
the advent of the brown bureaucracy. It is for the me- 
dical profession to judge the action of the Military 
Medical Authorities in this matter. I do not want to 
pass any judgment. 

In these hard days parents spend huge amounts for 
the education of their children in medical colleges. But 
the pay of the fresh medical men recruited as class II 
Assistant Surgeons is simply shocking. The meagre 
start of 120/- p.m. for a youngman who has spent more 
than 17 precious years of his life for acquiring the 
basic medical qualifications is absurd. Nowadays even 
a clerk gets more than what a fresh medical graduate 
gets. A mason, a carpenter and sometimes even a 
chaprasi gets more than what a medical man newly 
recruited in class II A.S. in the Punjab, Pepsu or 
Himachal Pradesh se,vices is giveu. 

Under the circumstances the only way out is for the 
State to step in and provide for a National Health Ser- 
vice. ‘ 


HEALTH, EDUCATION AND RESEARCH 


Our slogan should be that the country must become 
healthy. In making the country healthier, the Indian 
Medical Association has to play a leading role. Medical 
men should serve as saviours of the nation by sticking 
to the nobility of the profession. The spirit of research 
should be inculceted in our youngmen. It is rarely that 
one is born a research scholar. For research, our edu- 
cational institutions have to provide facilities and create 
research mindedness in our youngmen, by giving them 
studentships and scholarships. If our medical men in 
services are given better pay and are asked to devote 
themselves to the advancement of research we will not 
have to look to the West to educate us and give us the 
necessary lead in medical science. Our youngmen would 
then devote their time to research rather than to money 
making pursuits. The institutions that do not produce 
men for the sake of professional work are bound to pro- 
duce men of inferior quality, 

Our leaders, both inside and outside the profession 
have been asking the members of the profession to 
encourage research in indigenous system of medicine. 
It is mo use crying from honse-tops for research when 
no facilities exist for the same, nor is there the incen- 
tive for research. If amy one shows his craving and 
does something, he is made to leave the station and 
transferred to an out of the way place simply to satisfy 
the whims of some senior in the service out of inferiority 
complex and because the latter has failed to contribute 
anything to the literature. 


In the Punjab we have two Medical Colleges, one 
medical school and a dental college. The Amritsar Medi- 
cal College and the Christian Medical College, Ludhiana, 
have been upgraded only during the last ten years. The 
Patiala Medical College was started two years go. The 
number of admissions to these institutions is hardly 
enough to meet the demands of the Punjab, Pepsu, 
Himachal Pradesh and Kashmir. Youngmen have to go 
out to seek admission in other States where they do 
not get any preferential treatment. 
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The health authorities and the State Health Minister 
have been saying that the Arya Medical School will not 
have any extension, but at the same time they are not 
giving facilities for its promotion to a college. It passes 
one’s comprehension why this institution is being given 
extension in small doses. Is it part of the policy of the 
State Covernment to produce licentiates for village me- 
dical relief or is it because the Punjab Government has 
failed to start the Chandigarh Medical College so often 
announced ? 

Few facilities for post-graduate training of our young- 
men exist in the State. Most of the local bodies have 
to go without qualified Medical Officers of Health. There 
is very little scope for an independent medical practi- 
tioner to go and join the only institute imparting train- 
ing in public health, as almost all the seats are res 
for State nominees. 

There are few institutions in the country that have 
been upgraded for certain subjects. My belief is that 
there is none in the Punjab. 


Mepica, TEACHERS 


Teachers in the medical colleges should be given all 
the facilities for regularly getting their knowledge re- 
freshed by arranging visits to other teaching institutions 
both in the country and abroad. But here again the 
problem arises how many institutions are there in this 
country that can help our young teachers refresh their 
knowledge. Even if there be any, there are the techni- 
cal difficulties and service rules which stand in the wavy 
of their availing themselves of these facilities in other 
States. For this purpose there must be instituted an 
All-India Health Service for teachers and research work- 
ers to enable them to refresh their knowlédge and avail 
the facilities elsewhere. 

Moreover, they should be encouraged to have foreign 
tours and see the working of contemporary institutions. 
Periodical refresher courses and apprenticeships at the 
various centres of learning are the needs of our medi- 
cal teachers. Promotions from lower ranks to the higher 
ones should not be a matter of time scale promotion but 
must be preceded by some original work as is the case 
in many countries, where sometimes posts of Professors 
remain vacant till a suitable person is found for the 
same. Unfortunately in our country no such criterion 
is fived and vacancies are filled on personal preferences 
or routine grade promotions. The members of the Indian 
Medical Association should press on the authorities to 
so arrange matters in the interest of the profession that 
no such irregularities are committed in our State at 
least. This will go a long way in improving the stan- 
dard of medical education and medical relief in the 
State. 

It appears our health authorities do not want to 
spend more on matters concerning health and medical 
relief, as they believe that money spent on these does 
not give any returns. They little realise the contribu- 
tion of preventive medicine in the form of better health. 

So far no Five-Year Health Plan has been formulated 
in the Punjab. The least the authorities should do dur- 
ing the First Five Year Health Plan is to launch on a 
sanitation drive, provide pure drinking water and create 
a sense of healthful living among the masses of the 
state. The members of the Indian Medical Association 
are ever ready to extend co-operation in such nation- 
building activities and will help the State health autho- 
rities in educating the masses on right lines. Let the 
< gees come forward and avail themselves of the 
offer. 


MEDICAL ORGANISATION 


Members of all services, whether P.C.S. or ILA.S., 
can rise to the highest rank in the department and can 
even become secretaries of their department in the State 
or the Central Government, but this is not the case so 
far as the medical and health department is concerned. 
Here the Secretary of the Department is always a non- 

icet persom, Such an does not exist in any 
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other department. The medical men can at best be the 
Director, Health Services in the Punjab and there is 
an instance of an I.A.S. having been appointed as 
D.H.S. in Saurashtra. We must not only guard against 
such practices but should see that a medical man is 
appointed Secretary to the Health and Medical Depart- 
ment in the Punjab. We should, if possible, have a 
medical man as Minister as well, because he is the 
fittest person to judge the’ progress made by various 
institutions and schemes from time to time. There are 
a number of instances in the Punjab where the Health 
Minister has ordered disbursement of aid to unqualified 
and unregistered persons running institutions on com- 
mercial lines. The reply in such cases has been that 
it has been done to patronise the indigenous systém of 
medicine or to give aid to an institutioh giving free 
medical aid to the sick. The plea is untenable. 

Hospitals will no more be hotbeds of corruption if 
the staff therein is properly paid and if doctors have not 
to make good the deficit in their pay by private prac- 
tice which is not allowed in any other department in 
the administration of the country. As these members 
of the medical profession are on duty all the 24 hours, 
they must get a compensatory allowance. 


ScHoor Mepica, SERVICE 


Before I pass on to other problems I may refer to 
the absence of any medical examination of our school 
children in the State. Whenever we are in need of any 
statistics regarding the age-size-growth data of Indian 
children, we have to look to foreign countries. Our 
children do not compare favourably with the children 
in those countries. In the absence of any data we are 
unable to launch any health programme for the better- 
ment of our future citizens. There may be a Child 
Council in the State but nothing is known about the 
activities of this body. No children welfare officers have 
been appointed. Nor has any league been formed for 
their betterment. Our children in the secondary classes 
are paying as. 4 p.m. that is Rs. 3/- p.a. per head for 
their medical examination. What do they get in return 
for that? A large number of our youngmen are re- 
jected from the armed forces simply because no atten- 
tion to diseases like trachoma was given during their 
school days. The worst part of it is that about Rs. 15 
lacs are collected from these children as medical fees 
every year. Will the State authorities explain why 
they have not been doing anything for these school 
children? If the authorities have failed to introduce a 
scheme of midday lunches or distribution of cod liver 
oil or multi-vitamin tablets simply on the stereotyped 
plea of no finances, they are to explain to the public 
why they have failed to organise a school health servwe 
for the children with the amount they collect from them. 
The amount of Rs. 15 lacs is not a small amount. The 
amount given for the Medical Department after meet- 
ing the obligations of the Health Department and the 
Medical College is not more than Rs. 20 to 25 lacs in 
the Punjab. If we can provide medical relief out of 
this amount to the masses, it is nothing short of our 
inefficiency to allow this huge amount of Rs. 15 lacs to go 
unaccounted. In this connection I suggest that amount 
collected from school chi'dren should be credited to 
the Punjab revenues under a separate head—School 
Health Service; and with this amount a separate de- 
partment should be run under the Medical and Health 
Directorate for the health and welfare of students. The 
government owes a duty to these students and it should 
spend the money taken from them for their benefit. 

is is an urgent problem. 

INsuRANCeE SCHEME 

Recently the Health Insurance Scheme was introduced 
in the Punjab. The I.M.A. has been induced to acrept 
the terms of service under the scheme. The members 
are professionals cum dispensing chemists. As in U.K. 
the authorities should take away the dispensing side of 
the service. Separete State dispensaries be vpenet in- 
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stead. Members of the profession be required to do 
their professional work only. This will enable the 
insured to get better medical aid and save the medical 
man from undue demands, There should be ample sefe- 
guards against exploitation of doctors by the labour and 
vice versa. Under the scheme at present the Insurance 
doctor is required to try his own means for getting the 
workers on to his list. Sometimes the authorities have 
blamed the profession for indulging in unprofessional 
tactics but have they ever thought of safeguarding him 
and making provision for a minimum number of workers 
on to his lst? This they camnot do and would not like 
to do as this means regulation of labour and services. 

In conclusion, I appeal that the I.M.A. should for- 
mulate its Five-Year Plan as is being done by the Gov- 
ernment both at the Centre and the States. That will 
enable us to make a headway and organise the pro- 
fession and medical relief in the State for our better- 
ment and the betterment of the country.” 


RESOLUTIONS PASSED AT THE CONFERENCE 


1. In view of the general complaint of the paucity 
of drugs and inadequacy of equipment in government dis- 
pensaries and hospitals for the poor, this conference of 
the Indian Medical ‘Association urges on the government 
to adequately imcrease the budget allotment of these 
institutions. 

2. This conference reiterates resolution No. 4 adopted 
at the last annual conference and views with grave con- 
cern the indifference of the government in mot accept- 
i the recommendation of bringing the graduates and 
the licenciates under one schedule of the register for 
the purpose of elections to the Punjab Medical Council. 
This conference further notes with regret that the govern- 
ment should continue to allow the existence of such a 
distinction between the members of one profession and 
urges on the government to expedite the passing of the 
amendment to the Punjab Medical Council Act, 1916, and 
to hold fresh elections of the Punjab _Medical Council 
soon, as they are overdue since a long time. 

3. This conference urges on the government to fa- 
vourably consider the request of Taran Taran Tlaqa in 
the Amritsar district, for the establishment of a 
Health Centre in the Second Five Years Plan. 

4. In order to improve the working of hospitals and 
to afford the maximum benefit to the hospital patients, 
and facilities for the training of the students and junior 
members of the staff of government hospitals, this con- 
ference is of the opinion that private practice of all 
medical personnel in government employ be stopped 
forthwith. It further recommends that in view of the 
arduous and hard nature of the service of these per- 
sonnel, at all hours of day and night they should be 
adequately recompensed, and suggests that they be given 
at least 25 per cent more than the salary of the highest 

id members of the corresponding Provincial Civil 

vices. 

5. This conference views as unfair the prevailing 
practice of some manufacturers of drugs and proprietory 
medicines of charging different prices to the medical 
men and chemists and urges on the pharmaceutical 
houses to charge uniform price from chemists and doctors. 

6. In view of the hardship existing in the Pepsu 
due to the Spirituous Preparations Act, this conference 
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urges on the Pepsn Government to bring the operation 
of the Act in line with its counterpart in Punjab. 

7. In view of the fact that it is dangerous to allow 
vaids, hakims and homoeopaths to play with powerful 
and potent allopathic drugs and injections of which they 
have little knowledge, this conference urges on the 
government to take early steps to restrict these practi- 
tioners, strictly, to their own system in which they have 
received training. This conference is further of the 
opinion that the misuse of these scarce, expensive yet 
useful drugs by such persons is not only detrimental to 
the patients, damaging to the reputation of the modern 
system of medicine, but also wasteful of our country’s 
hard currency exchange and urges on the government 
to so amend the Vaids and Hakims Registration Act, 
1949, as to prohibit the use of antibiotics, sulpha and 
other drugs in Schedule H of the Drugs Act, 1940, by 
those vaids and hakims who possess little or no know- 
—— of anatomy, physiology, pathology and pharmaco- 


ogy. 

8. In view of the declared policy of the Government 
of India as accepted by all the State Governments in- 
cluding the Government of Punjab State, that the mini- 
mum qualification for the registration of a basic doctor 
is M.B.B.S. degree, this conference views with grave 
concern the fact that inspite of the promise of the gov- 
ernment that no licentiate education would be imparted 
after 1952, the Arva Medical School, Ludhiana, con- 
tinues to impart licentiate training. This conference 
urges on school authorities and the government to raise 
the school to the degree standard, failing which the 
government should not allow any further extension to 
carry or the licentiate training. 

9. This conference urges on the Punjab Government 
to continue the condensed M.B.B.S. course till such time, 
- a fair number of licentiates come forward to avail 

it. 

10. In view of the facts that the present arrange- 
ments for the health examination of school children are 
cursory and extremely unsatisfactory, this conference 
is of the opinion that more medical officers be appointed 
on adequate remuneration so that every child may 
thoroughly examined to prevent any deterioration of the 
health of the children under the care of the school autho- 
rities. The conference further recommends that ade- 
quate arrangements be made for dental and ophthalmic 
examination and of ear, nose and throat. 

11. This conference strongly urges on the Govern- 
ment of Punjab State to take up the consideration of 
Punjab Health Bill which was circulated several years 
ago for opinion without any further delay. 

12. To prevent further deterioration in the health of 
school children through malnutrition, this conference re- 
commends to government to arrange that all wunder- 
nourished children in primary and secondary schools in 
the State should be served 8 oz. of whole milk daily by 
the school authorities, and further recommends that the 
State Government must meet half the cost of the same. 

13. This conference of the -Indian Medical Associa- 
tion is firmly of the opinion that it is unethical for com- 
mercial houses manufacturing pharmaceutical prepara- 
tions to advertise them over the radio and in the lay 
press, thereby leading to self-drugging, and urges on 
the profession not to patronise such preparations. 


VIII GUZARAT AND SAURASHTRA PROVINCIAL 
MEDICAL CONFERENCE, PATAN 
Under the auspices of the Gujarat and Saurashtra Provincial Branch of the Indian Medical Asso- 
ciation, the 8th annual Conference of medical men of Gujarat and Saurashtra will be held at Patan, 
(North Gujarat) on 30th April—2nd May, 1955. There will be Symposia on (1) Pulmonary Tubercu- 
losis, (2) Enlarged Prostate, (3) Anaemias in Pregnancy. 
Besides, there will be discussions on ‘‘Medical Profession and the 2nd Five Year Plan.” 
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CIRCULATING FLUID LOSS 


IN cases OF sHocK following burns, circulating blood 
volume must be restored swiftly and surely, at the time 
of accident, during the operation and through the 
critical twenty-four hours afterwards. 


A CLEAR CASE FOR DEXTRAN-BENGER, fractionated dextran. 
As a substitute for, or in addition to, plasma, Dextran- 
Benger may be administered in all cases where circulating * 
blood volume is reduced—hamorrhage following wounds, 
loss of plasma following burns, etc. One pint (540 ml.) 
of Dextran-Benger produces an increase of between 1,000 
and 3,000 ml. in blood volume. It is stable in all climates. 
No special storage conditions are necessary. Blood, plasma 
or solutions of electrolytes may be given through the 
same apparatus after Dextran-Benger without any special 
precautions. 


THREE SOLUTIONS ARE AVAILABLE : 
1. Dextran-Benger, 6% in isotonic saline ; 
2. Dextran-Benger, 6% in $% glucose ; 
3. Dextran-Benger, 10% in 5% glucose. 


FULLY-DESCRIPTIVE LITERATURE 
is available from Martin & Harris Ltd., 


Mercantile Buildings, Lall Bazar Street, 
Calcutta. 


“clear case for for DEXTRAN-BENGER © 
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BENGER 
BENGER LABORATORIES LIMITED HOLMES CHAPEL CHESHIRE ENGLAND 
PRODUCT 


April. 16, 1955 J. L M. A. Advertiser xxvii 
| 

: 
4 


xxviii J. LM. A, Advertiser 


"although he 
‘not breact ted 


earned a wor 

safe and reliable substitute. { 

Prepared to resemble as closely as the 

formula of breast milk, It offers a well balanced and 

strictly uniform diet. By homogenization, the fat 

globules are made even smaller than those cf human 

milk, facilitating digestion, while pasteurization has 

ensured the removal of pathogenic organisms. 

ee Is also suitably fortified to 

provide adequate (but not excessive 

intake of ‘essential Vitamins A & 

& Iron, based on standards recom- 

mended by the National Resea 

Council, Washington. 


NESTLE’S PRODUCTS (INDIA) LTD. 
P.O. Box 396 Calcutta, P.O, Box 315 Bombay, P.O, Box 180 Madras 
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VEREINIGTE CHININFABRIKEN 


MANNHEIM-WALDHOF (Germany) 


A non-alcoholic stable aqueous solution con- 
taining nine vitamins in high dose with a very 
pleasant flavour. Aqueous solutions of 
vitamins A and D are far more rapidly, more 
fully and more easily absorbed and utilised 
than oily solutions. 


COMPOSITION 
Bach c. c. contains : H 
Vitamin A 10,000 1.U. 
Vitamin D LU, Presents one of their 
Vitamin B, 10 mg. outstanding Preparations: 
Vitamin 100 | 
Sodium Pantothenate 3 mg. Nervous irritation 
Choline Dinydrogen Citrate 33 | and exhaustion, 
Bottle of 15 c. c. with dropper. | Cardiac and gastric . 
ORIENTAL neuroses... 
PHARMACEUTICAL INDUSTRIES LTD. 
64-66. Tulsipipe Road, Mahim, Bombay 16. | p lef with 
rompt re 


LIQ. ALKACITRON 


(Di-Sodium Hydrogen Citrate ). | 


A pleasant and palatable blood 
alkaliser, which does not interfere 
with the normal digestive process. 
It maintains the natural alkali 
reserve of blood. 
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For particulars please contact :~ 
GLUCONATE LIMITED ae 
3 | Sole Importers & Exclusive Distributors 
115, PRINSEP STREET | PANNALAL BROS. 
CALCUTT A-13. | 44/45, Ezra Street, Calcutta-1. 


Phone : 33-6527 Gram : ““PRONTOSIL” 
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Liquine 
Super Solvent 
DISSOLVES 
ALL PEN TROUBLE 


CHEMICAL ASSOCIATION (Cal.) 


55, CANNING STREET, CALCUTTA —1 
Telephone: 33 - 1419 


Addendum of Recent Advances, 1954: Price Rs. 15/-: 


MODERN PHARMACOLOGY 


AND THERAPEUTIC GUIDE 
By Rai Dr. A. R. Majumdar Bahadar 
Prot, of Clinical Medicine, Medical College, Oalontta, Red. 
This is according to B. P. 1948 and Addendum ‘51 and 
Ind. Pharm. List ‘46, containing upto-date Pharmaco- 
logy and Therapeutics exemplified by 500 chosen pres- 
criptions and over 700 extr. pharm. preparations, many 
recently introduced and adopted in practice, these 
being indexed under 210 diseases for Treatment in daily 
practice. It has Indian Food recipes and Electrotherapy. 
A Concise Encyclopaedia of Drug Informations. 
Ninth Ed., Demy 808 pages and 62 diagrams, with 


Addendum only Rs. 3/-: plus postage. 


SCIENTIFIC PUBLICATION CONCERN 
9%, Wellington Square, Calcutta 18 


a 


For 


COMPLETE LABORATORY EQUIPMENT 


German Beck Kassel Microscopes, 
Ovens & Incubators, Boasch Balances, 
Centrifuges, 
Apparatus, Hot-Air Sterilizers, 
Stains etc. 


Memmert 
Rotofix 
Laboratory Stirrers and Shaking 
Glass_ ware, 


Contact: 


J. T. JAGTIANI 
National House, 6 Tulloch Road, 
Apollo Bunder, Post Box 332 
BOMBAY-1. 


Published Monthly by the Indian Medical Association 


Your 


Illustrated Health Education Magazine 


Over 50060 Readers Endorse its Utility Value. 


For Particulars pleas: apply to : 
Hony. Secretary 
“YOUR HEALTH” 


23, Samavaya Mansions, Corporation Place, Calcutta 13. 
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HEMOLIVIT 


For megaloblastic and hypochromic anaemias, 
debility, malnutrition and convalescence 


The manufacturing formula per fi. oz. is 


Fresh Liver proteolysed 40 gm. 


Ferri et Ammon Cit 
Vitamin B, 
Vitamin B, 
Niacinamide 


10 gr. 
20 gm. 


100 mg. 


4mg. 


Cal. Pantothenate --- 
Vitamin B, 

Folic Acid 

Bi 


PACK : Bottle of 6 oz @ Detailed literature on request. 


SMITH STANISTREET & CO.,LTD. 


CALCUTTA - BOMBAY - MADRAS 


* KANPUR 


* PATNA + GAUHATI - NAGPUR 
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READERS, 
ATTENTION PLEASE ! 


The Journal of the I.M.A. is now being published twice a month and 
is despatched regularly from the office so as to reach the hands of all 
readers throughout India by the Ist and 16th of every month. Readers 
who do not get their Journals within 7 days of these scheduled dates should 
first of all enquire at their local post offices and then should, without any 
further delay, write to the undersigned-direct-intimating the fact of non- 
receipt of Journals and also the result of enquiry at the local post offices. 

Readers who happen to move out from their old addresses to new 
addresses should promptly inform the Journal Office as also their local 
branch office of the I.M.A. about the changes of address intimating both 
. the new and old addresses. Failing these, intimations reaching the Journal 
~~ missing copies of the Journals in their respective files. 

Readers are all requested to please check up the printing of the names 
and addresses in the wrappers of their own copies of Journals. Any discre- 
pancy in the spelling or insufficiency about the postal address should be 
promptly intimated to:— 

The Hony. Secretary of the Journal of the I.M.A. 
23, Samavaya Mansions, Corporation Place, Calcutta 13. 


BENZYTOL cramicivar 
Containing 2-chloro-5 hydroxy-! : 3-dimethylbenzene. “BENZYTOL” is a germicide 3 times 


more powerful than pure Carbolic Acid (by Rideal Walker test) “BENZYTOL” is non- 
poisonous, non-staining, non-irritating and pleasant in smell. 


OF DILUTIONS FOR: 5% 1 Tablespoonful in 1/2 pint or 10 fi. ozs. 
“BENZYTOL” 1% 1 Teaspoonful in 1/2 pint or 10 fi. ozs. 


CONDITION DILUTION CONDITION 


APPROXIMATE TABLE { 10% 2 Tablespoonfuls in 1/2 pint or 10 fi. ozs. 


, 1. Abrasions & Cuts 5% - 10% Apply 5-10% solutions of 7. Leucorrheea Undiluted Benzytol undiluted to be 
Benzytol and cover with a painted on cervix only. 
dry dressing, as first-aid 
measure. 8. Vaginal Douches 1% - 5% tol solution 1-5% 

2. Insect Stings 30% Benzytol solution should be used with douche 
dabbed on and 5 the oa to after sterilising the douche 


Y; with lution. 
3. Abscesses, Car- 5% - 10% Bathe with a 5-10% Benzy- 30% solu 


buncles, Mastoid tol solution. 9. Obstetrics 5% Benzytol solution 5% should 
Cavities ete. be used. 
4. Otitis 5% - 10% In a medium of equal parts 
Glycerine and water, a 10. Pre-operative skin 30% Make a 30% solution of 
solution of Benzytol 5-10% sterilisation Benzytol in Spirit and apply 
agen ogg made and then on the area. 
to a 
5. Septic Wounds 3% - 5% Bathe with a 3-5% Benzytol 11. Sterilisation of sur- 30% 1 = solution % 
solution and apply not gical Appliances should be used for wadking 
fomentation. and soaking. 
6. ig Ae, Impe- 10% - 20% Benzytol solution 10-20% to 
tigo Acne, Barber's be dabbed on and allowed 12. Dandruff 10% Apply 10% solution of Ben. 


to be dried. 


ins. wash 
> dilutions are in pure water unless otherwise stated. The use of other dilutions is left to the discretion of the physician. 
The application of ‘‘Benzytol” in the form of wet dressing is not advised. 


A product of THE CALCUTTA CHEMICAL CO., LTD. . CALCUTTA-26 
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AMEBIASIS 


The most effective 
weapon against all forms 
of amebiasis is the 


@ MILIBIS 
wtlhe 
@ ARALEN 


COMBINATION 
TABLET 


@ ARAL/S- 


Complete Prophylaxis 
in Amebiasis & Malaria 
also Suppressive 


MANUFACTURED BY 


WINTHROP PRODUCTS 


LONDON : NEWYORK 


EXCLUSIVE DISTRIBUTORS IN INDIA 


DEY’S MEDICAL STORES LTD. 


CALCUTTA BOMBAY DELHI MADRAS 


Regd. No.’C 1890 
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